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PRESURGICAL ANTISEPTIC 


quick-killing 
broad-spectrum 
non-irritating 
non-staining 


Iodine effectiveness without iodine disadvantages 
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What happened to the “savings”? 


Money “saved” in purchasing disappears when the cheap catheter malfunctions. But the money lost 
is insignificant...compared to the patient’s discomfort, prolonged suffering, extreme pain, or even 
loss of life. We know of only one way to make a catheter with maximum resistance to malfunction: put 
the best possible material and technique into every catheter you make; inspect and test it at least 12 
times...and above all, never compromise with quality. Because every Bardex® Foley Catheter is 


made this way, it has to cost a little more, but...can you really afford anything less than the best? 


INTEGRITY 


C.R. BARD, INC. MURRAY HILL, N. J. 


QUALITY 


SINCE 1907 
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Increase Personal Patient Protection with NEW—IMPROVED 


Complete — Ready to Use 


IMPROVED 
DISPOSABLE 
PREP SETS 


contain these new, 
exclusive features: 


SEPTISOL* SATURATED 

PONGE—Lathers lavishly—con- 
tains hexachlorophene—add 70% 
alcohol to soap sponge for tinc- 
ture of “Septisol”—or add warm 
water to ag sponge for aqueous 
“Septiso 


“Product Vestal Laboratories 


DOUBLE-EDGED DISPOS- 
ABLE PLASTIC RAZOR — Includ- 
ing highest quality surgical 
blade. 


REINFORCED HEAVY GAUGE 
RAY—Multi-cupped with molded 

plastic basins to accommodate 

technique components. 


PLUS these proven, reliable 
features: 
e PLASTIC COATED TOWEL 
e SUPER ABSORBENT TOWEL 
e@ LARGE COTTON BALLS 

e PLASTIC OVERWRAP 

(ideal receptacle, easily 
disposed, directions on back.) 


SAFER: MORE CONVENIENT: MORE ECONOMI:AL: 


Improves patient care; reduces Contains all items needed; can be stored Eliminates time and labor expense of 
danger of cross-infection. in quantities in floor utility rooms, ready autoclaving hospital-prepared sets; pre- 
for immediate use. packed and compact. 


* PERSON AL PATIENT PROTECTION This exclusive product of Davol research is available from your supplier. 


For complete information, please write on your professional or institu: 
Davol’s new line of labor-saving disposables tional letterhead to : 


ameliorating mass daily routines. 


DAVOL RUBBER COMPANY 


PROVIDENCE 2, RHODE ISLAND 
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Dove 


Like all good blood bags, the A-C-D Pliapak is compact, flexible, 
non-wettable, and virtually free of air embolism. But the newly 
improved Pliapak now offers these additional values: 

¢ A 16-gauge thinwall needle gives the inside flow rate of a 15- 
gauge, but the easy venipuncture of a 16. 

e An extra-long collection set (40 inches) provides more leeway 
for suspending, knotting, and cross-match sampling. 

e Imbedded protective hoods offer easy access to the filled bag, 
with visual evidence that the outlets have not been tampered with. 


e A roomy new label gives you better space and organization for 
recording the necessary data. 


Moreover, the Pliapak has now been built even tougher and 
tighter than before, by use of heavier plastic walls. The tubing is 
changed, too, to a more flexible type; it makes white-tight knots 
easier to tie, and can also readily be sealed with mechanical or 
dielectric methods. 

Pliapaks are now supplied in convenient ‘‘flat packs’’—four to 
the pack. They stack neatly, and take less space than ever. The 
pack consists of a triple laminated envelope: an outer layer of 
tough kraft, a center layer of aluminum foil, an inner layer of 
polyethylene film. Inside, each of the four Pliapaks is individually 
sealed in its own polyethylene pouch. Unused Pliapaks may still 
be held in these sealed inner pouches for 40 days after the outer 
envelope has been opened. 500-ml. and 250-ml. sizes. 


Blood 
handling 
hecomes 
easier now 
with the 
improved 


Hospital Topics 


| 
| 
é \ 
/ 
| / 
| 
— 
~ 1 
| 
: 
= 


COLLECTION 


Abbott's BLOOD COLLECTION 
BALANCE features a new posi- 
tive cut-off action. When full 
weight of blood is drawn, coun- 
terweight rolls to the other end 
of beam, instantly stopping col- 
lection. Calibrated for use with 
the 500-ml. and 250-ml. sizes of 
Pliapak, the Double Pliapak, ard 
others. 

The Pliapak SPRING SCALE con- 
tinuously measures the amount 
of blood beingcollected or admin- 
istered. Use the ascending scale 
during collection, the descending 
scale during administration. 
Based on the equivalency of one 
gram and one milliliter of whole 
blood. Convenient and accurate 
addition to your equipment. 


TRANSFER 


The DOUBLE PLIAPAK is the bag 
of choice where preparation of 
blood fractions or splitting of 
units is planned in advance. It 
provides a closed system: a 500- 
mi. Pliapak attached by a tubing 
to a 300-mli. plastic container. 

The TRANSPAK® is Abbott's 
empty plastic bag for easy trans- 
fer, storage, and administration 
of blood fractions from the Plia- 
pak. Equally useful for transfer 
of partial units. 500-, 300-, and 
150-mil. sizes. 

The PLASMA EXTRACTOR is an 
adjustable, spring-loaded device. 
It expels either plasma or red 
cells from the centrifuged Pliapak 
into the transfer container. Pays 
its way in better efficiency. 


ADMINISTRATION 


The Pliapak PRESSURE UNIT is 
a convenient and relatively low- 
cost way to speed administration. 
Simply suspend the filled Pliapak 
inside the sleeve; the latter is 
then inflated as desired. No air 
enters the Pliapak. Though in- 
tended as a disposable unit, it is 
often reusable. 

Abbott supplies a wide variety 
of BLOOD ADMINISTRATION 
SETS, including primary, second- 
ary, Y-type, inline blood pumps, 
pediatric and controlled volume 
sets—and with or without needles. 

Abbott’s CRIMPER and FER- 
RULES provide a handy and port- 
able means of segmenting the 
collection tubing for obtaining 
cross-match samples. 


An Abbott unit for every blood handling need 


ASK FOR A DEMONSTRATION —Your Abbott man will be glad to oblige. 
Or write us at North Chicago, Illinois. Ask about other items, too, in- 
cluding vacuum and gravity type blood bottles, plastic disposable assorT 
equipment for isolated perfusion, dextran, etc. 
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(Continued from page 3) 


54 Review of Hospital Lawsuits 


| Leo T. Parker 


© Because an idea or some information has 
been conveyed to a person, communication 


has not necessarily been establishd. Com- 57 Pharmacy 
munication really begins when that person Adequate Pharmacy Coverage In a 25-Bed Hop 
understands what has been conveyed. Lik- pital 
ening hospital communication to a two-way 
radio, Arthur R. Pell writes about the mes- 61 The Lab 
sage that must be acknowledged before the R 
ts Page 38. | eports on meetings of: American Associatig 
| of Blood Banks; Joint meeting of American So 

e A 25-bed rural hospital that handles more ciety of Clinical Pathologists and College @ 
than 300 emergency cases in one summer American Pathologists : 
month is indeed unusual. Ruth Sutton, con- : 
tributing feature writer, tells about McHenry 69 Pediatrics 


Ill. Hospital and its devoted staff and per- 


f Report on meeting of: American Academy @ 
sonnel who treat a tremendous medical, 


emergency, and surgical load, with facilities Pediatrics 

limited to one emergency room, one O.R., 73 OB = 
one cast room, one O.R. sterilizing room, 

and a few storage closets. See ‘‘Mayo in Nurse-Midwifery ... The Old-New Profession 
Miniature,"’ page 41. Ellen L. Davis 


@ The current upswing in hospital construction 93 Central Supply 
around the nation has brought another fac- Keys to Good Inhalation Therapy 
et of hospital organization into prominence Gareth B. Gish 
—the building committee. It is essential that 
persons serving on this committee be chosen ’ . 
wisely. Public-spirited citizens, persons who 98 Buyer s Guide 
can devote time and energy to the building 


program, community leaders—these are 104 ASTA Technical Exhibits 
important to the success of the proposed ‘ 

construction. Robert E. Sleight, hospital con- 108 Films, New Literature 
sultant, pens an article on committee selec- 


tion. Page 46. - 111. Film Review of the Month 


e Why hasn't midwifery become as accepted 112 Personally Speaking 
in the U.S. as it is in many other parts of 
the world? An obstetrician, Louis M. Hell- 118 Trade Topics 
man, M.D., says the who’e subject of mid- 
wifery is unpopular with obstetricians here, 
and the objections are likely to be more 


| 
emotional than factual. Facing us is a short- OPERATING ROOM 


age of obstetricians, and an expanded 
81 Disfigurement of Radical Surgery, Bums, 


nurse-midwifery program to train aides for 
these hard-pressed medical men is needed Eased by Sculptor’s Remarkable Prostheses 


now. Page 73. 


83 Question Box 
Carl W. Walter, M.D. 


e Inhalation therapy, like many another tech- 
nic, can be utilized to the fullest only when 
equipment is kept in topnotch condition. In 
“Keys to Good Inhalation Therapy,'’ Gareth 
B. Gish outlines proper use, storage, and 
maintenance of equipment. He particularly 
stresses ‘‘preventive maintenance” as a time 
and cost-saver. Page 93. 


84 AMSCO Professional Seminar Draws Capacity 
Attendance 


86 Seven States Represented at Dr. Walter's 
Institute 


charmer on this month's TOPICS cover does, 


though she seems a little awed by the fa- —_— 
mous Yule visitor. The photograph is from 88 Preliminary Program 9th Annual AORN 


Children’s Memorial Hospital, Chicago. | Congress 


Do you still believe in Santa Claus? The little | 87 San Antonio AORN Holds First Institute 
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ONE LOAD by PRESSURE STEAM... — 
the NEXT by “COLD” Ethylene Oxide Gas | 


\\ 


Never before has such a versatile, efficient sterilizer been offered 

to hospitals . . . never before has gas/steam sterilization been made 
so safe, so trouble-free. Simply flick the controls and you’re 

ready for either pressure steam, or “‘cold’’ ethylene oxide sterilization. 
And both cycles are fully automatic. 

Today, hospitals using Amsco’s Combination Gas-Steam Sterilizers 
are processing an ever-mounting list of heat-or-moisture sensitive 
materials . . . Heart-Lung Machines, anesthesia equipment, plastic 
basinettes, electrical apparatus for surgery, toys, books, cameras... 
an almost endless list. This is a sterilizer that “‘asks’”’ to be kept 
busy twenty-four hours every day. 

If you haven’t investigated the economies offered by Amsco’s 
Combination Gas-Steam Sterilizer, please write for literature. 
Chamber sizes, mounting styles and ethylene oxide mixtures 
will meet your particular needs. 


This 16” x 16” x30” 


“Cryotherm” Cold 20 
Sterilizer is ideal for pr 
sterilizing instruments and | bl 
pre-packaged surgical and j bl 
laboratory supplies. th 

Easy-to-use, disposable 

aerosol containers of 
“Cryoxcide” gas make its n 

4 : 

[AMERICAND 
World's largest designer and manufacturer of Sterilizers, ISTERILIZ BR A 
Surgical Tables, Lights and related hospital equipment i 
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Pediatricians Seek to 

Follow Patients Longer 
According to national survey results 
distributed at the recent meeting of 
the American Academy of Pediatrics 
in Chicago, many “baby doctors” 
would like to see their patients until 
age 18 before turning them over to 
the family doctor. 

The survey data also showed that 
some patients continue with the pe- 
diatrician even after age 20. This 
group constitutes about three per- 
cent of his patient load. 


% | Pediatricians see an average of 
“AB «208 patients per day, as compared 
“Sag to the general practitioners’ load of 


22.1, the dermatologists’ 21.4, and 
the allergists’ 29.9. 


Natural Blondes on Way Out, 
“Too Delicate” 
ff Natural blondes are disappearing on 


a world-wide scale, and at such a 
rapid rate that they may be virtually 
extinct by the year 2100. 

The International Committee for 
Demographic Studies, which made 
the survey, believes the trend is re- 
lated to the Darwinian law of sur- 
vival of the fittest. Blondes are be- 
lieved to be more fragile than bru- 
nets who are better able to adjust to 
climatic and other environmental 
changes. 

Sweden, the world’s blondest na- 
tion, has had a drop in the propor- 
tion of blondes to brunets of nearly 
20 percent since 1948. The committee 
predicts that by 2100 the Swedish 
blonde may be a rarity, and natural 
blondes will be extinct in the rest of 
the world. 

No more blondes at all? No. Just 
no more natural blondes. 


Early Embryo Most 
Radiation Sensitive 
The early embryonic stage is prob- 
ably the most radio-sensitive period 
in the life of any organism, accord- 
Ing to Robert Rugh, M.D., professor 
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Scanning the News 


Oxygen tents that used to save lives are now being used to save books at Resurrec- 
tion Hospital, Chicago. The plastic tents, which were previously discarded when 
worn out, are being used as material for dust jackets in the hospital's library. Mrs. 
Mildred MacTammany, hospital volunteer worker, originated the idea. She cuts 
large squares from the discarded tents, makes book jackets, and fastens them with 


cellophane tape. 


of radiology, Columbia University. 

Speaking before the annual meet- 
ing of the American Radium Society, 
Dr. Rugh cautioned that, because of 


‘this radio-sensitive stage of the em- 


bryo, a woman in the child-bearing 
years should avoid radiation ex- 
posure to the pelvic region except 
during the first nine days following 
onset of menstruation, in order to 
avoid the possibility of radiation ex- 
posure of an unrecognized early 
pregnancy. 

Research has shown that 100 
roentgen units delivered to mouse 
embryos during development of the 
nervous tissue will cause as many 
as 48 percent to develop brain her- 
nias. The apparently normal litter 
mates are stunted and reveal other 
and more subtle changes. 


Recently, Dr. Rugh states, it has 
been shown that these same changes 
can be produced by as little as 15 
roentgen units if delivered to the 
embryo during the first one-and- 
one-half days after conception. 


Music Hath Charms 

te Soothe... 

Piped-in music is good medicine for 
persons undergoing surgery—and 
for the hospital workers, too, states 
Richard H. Barrett, M.D., Hanover, 
N. H. He bases his conclusions on 
five years’ experience with back- 
ground music at Hitchcock Memorial 
Hospital, and claims that over-all 
tension, especially in the surgical 
suite, has been “markedly reduced.” 


(Continued on page 80) 
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All have one important characteristic In common. 


VITALLIUM 


Pioneer and leader in corrosion-resistant surgical alloys 


No matter which type of hip prosthesis the surgeon may use in prosthetic arthroplasty, the name 
VITALLIUM on each gives assurance of trouble-free post-op performance. VITALLIUM appliances are 
clinically inert and non-electrolytic, thus offering optimum tissue compatibility. During 25 years of usage, 
involving over 9 million implants and hip prostheses, including a wide variety of internal fixation devices, 
not one case of corrosion has been reported in the literature. Watch for the name VITALLIUM ' 25th yea 


AUSTENAL COMPANY Surgical Products 
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THESIS 


DEBATE ON HEALTH CARE OF AGED 
HIGHLIGHTS HOSPITAL MEETING 
Heated debate on the federal government’s role in 
health care of the aged opened the 21st annual 

meeting of the Maryland-D.C.-Delaware Hospital 
Association in Washington November 8. 

Assistant Secretary of HEW Wilbur J. Cohen told 
the convention: “I strongly suspect that a majority 
of hospital administrators favor the use of the 
social security mechanism to pay for some hospital 
costs for the aged. . . I am confident that we can 
design and develop a system of public and private 
health insurance and health facilities that will 
better serve the nation’s future.” 

Opposing arguments were presented by J. Douglas 
Colman, president, Associated Hospital Services of 
New York, and Donald Stubbs, M.D., president, Dis- 
trict of Columbia Medical Society and former 
chairman of the board of the National Association 
of Blue Shield Plans. 

Mr. Cohen hinted that the administration may 
ask Congress to amend Hill-Burton Act to make 
federal funds available for modernization and reno- 
vation of hospitals. This modification of 
act, which AHA has sought, has never been favored 
by Sen. Lister Hill (D., Ala.), whose backing 
would be needed. 


are 
25th 


CONFERENCE URGES U.S. AID 
IN CARE OF MENTALLY ILL 


Expansion of either social security or federal pub- 
lic aid to help persons hospitalized with mental 
disease or TB was urged by policy committee of 
the national Governors’ Conference on Mental 
Health, in report presented at close of two-day 
conference in Chicago. 
Federal aid “would facilitate early, less expen- 
sive and more humane forms of community care” for 
these diseases, committee said. It also 
asked: 
—That states allow persons with mental illness 
to enter public institutions voluntarily, rather 
than having to be committed. (In some states they 
already may enter voluntarily.) 
—That state insurance directors work to get 
health-insurance firms to include mental illness 
in their coverage. 
—That larger appropriations be made at all 
levels of government to combat mental illness. 
President Kennedy is giving “careful considera- 
tion” to sponsorship of legislation authorizing 
the federal government to assume part of financial 
burden of caring for the mentally ill, the con- 
ference was told by Boisfeuillet Jones, special 
assistant to HEW Secretary Ribicoff for health and 
medical affairs. 
Mr. Jones deplored fact that only 3% percent of 
Hill-Burton funds allocated to date have gone for 
Construction of mental hospitals. 


NATIONAL BLUE SHIELD CONTRACTS 
CALLED FOR AT CONFERENCE 


aereement of specific national Blue Shield contracts 
anecessity, because of increasing interest 
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News Briefe at “Sime 


by national corporations and organizations in pur- 
chasing health insurance on a uniform, nationwide 

basis, Carl R. Ackerman, M.D., told Blue Shield’s 

annual program conference. 

Dr. Ackerman, board chairman of United Medical 
Service of New York City, said local plans will 
feel the impact of the move toward national coverage 
because branch offices of industries now served 
on a local basis may shift to a national program. 

To combat the threat to Blue Shield’s concept of 
community coverage from other insurers’ practice of 
charging varying premiums for “high-use” and “low- 
use” groups, Dr. Ackerman suggested that a law 
is needed which would require that any insurer 
offering a specific scope of coverage to any individual 
or group must supply same scope of coverage 
to all other groups or individuals at same premium rate. 


BRIEF BRIEFS 


—Growth of major medical insurance was phenomenal 
during 1950’s, according to Health Information 
Foundation. In 1951 number covered was only 

108,000. By end of 1960, just under 27.5 million 

were covered by policies issued by insurance com- 
panies (these figures do not include persons covered 
by major medical plans under Blue Cross-Blue Shield). 
—Drug counterfeiting racket appears to have been 
“virtually stopped” by court actions already 

taken and to be taken, according to FDA Commissioner 
George P. Larrick. However, FDA will continue to 
keep close watch for any new counterfeiting activities. 
—FDA wants drug firms to use larger and more 
legible type of labels to emphasize possible side- 

effects and contra-indications for use. 

—Law just passed in New Jersey, according to Medi- 
cal Economics, requires new hospitals to have at 

least 100 beds, continuous emergency service, and 
outpatient clinics for every department. 

—Donald P. Kent has joined staff of HEW Secretary 
Ribicoff as special assistant on aging. He was 

formerly director of Institute of Gerontology at 
University of Connecticut. 

—Wisconsin has become first state to pass a law 

making front-seat safety belts mandatory equipment 
on all new cars sold in the state. Such a law 

had long been advocated by state medical society. 

—An order issued by a Federal Trade Commission 
hearing examiner absolves six major drug houses 

of charges they tried to achieve a monopoly by 

means of antibiotics price-fixing and questionable 
licensing. Firms are American Cyanamid, Bristol- 

Myers and Bristol Laboratories, Charles Pfizer 

and Co., Olin Mathieson Chemical, and Upjohn. Order 
is subject to confirmation or rejection by FTC. 

—AHA special committee that will counsel House of 
Delegates on whether to maintain or change stand 

on financing health care of aged was scheduled 

to meet in Chicago November 21. Delegates will 

convene January 3. 
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Calendar of Meetings 


DECEMBER 13-15 AHA Institute, Medical Record Li- 


brarian’s Institute on Medical- 
Legal-Principles of Medical Rec- 
ord Administration (Advanced), 
AHA Headquarters, Chicago 


2- 7 American Academy of Dermatol- 
egy and Syphilology, Palmer 
House, Chicago 


3- 6 American Association of Hospital 


Accountants, Regional Institute 26-31 American Association for Ad- 
on Hospital Accounting and Fi- vancement of Science, Denver- 
nances, Hotel Kenmore, Boston Hilton Hotel, Denver 

11-15 AHA Institute, Hospital Design JANUARY 
and Construction, Statler-Hilton, 
Los Angeles 8-12 AHA Institute, Dietary Depart- 


& Amphyl Spray 
to attain and maintain 
strict O.R. asepsis 


how to use 


FOR EVERY DAY DISINFECTION 


Wet mop and rinse floors with 1% Amphyl solution; use 1% strength to wash down 
walls, shelving, furniture and equipment including suction machine, anesthesia 
apparatus and containers for sterile supplies. Let surface dry without wiping. 


BETWEEN-CASE DISINFECTION 


Wet mop and rinse floors with 2% Amphyl. Wipe operating table and mattress, 
instrument tables and Mayo stands. Clean kick pails and suction bottles, then rinse 


with 2% Amphyl. 
FOR INSTRUMENT DISINFECTION 


Collect used instruments directly into 2% Amphyl solution for transport to cleaning 
and autoclaving area. In known septic or “‘dirty’’ cases, this is particularly impor- 
tant. To disinfect instruments with optical systems (without lens injury): wash 


off, immerse in 2% Amphyl for 20 minutes only, rinse with sterile water, store in 
sterile wrap. 


Amphyl® is widely microbicidal—including staphylocidal, — 
fungicidal, pseud idal and tuberculocidal. — 


1. Klarmann, E.G.: Notes on Chemical Dis- 
infection Relevant to Operating Room (O.R.) 
Activity, Am. J. Pharm. 131:86, Mar., 1959. 
2. Adams, R. and Fahiman, B.: Sterility in 
Operating Rooms, S. G. & O. 110:367, Mar., 
1960. 


As a final step in maintaining ¢ 
asepsis of difficult-to-reach 
or frequently recontaminated 


3. Farringer, Jr., J.L.: Control of Hospital surfaces cate 
Infections, J. Tenn. St. Med. Assn. 53:507, 
Dec., 1960. Use Amphyl® Spray 


Thoroughly spray understructure 
of tables and stools, wheels, 
irregular surfaces. 


Ask your Purchasing Agent to 
discuss quantity prices with your 
local dealer. 


Lehn & Fink @ Professional 


PRODUCTS CORPORATION 


Amphy! 


HOSPITAL OISINFECTANT 


LEHN & FINK 


4934 LEWIS AVENUE, TOLEDO 12. OHIO 


SPECIALISTS IN ENVIRONMENTAL ASEPSIS 
1961 


12 For further information see postcard opposite page 126. 


29-Feb. 1 


ment Administration, Websial 
Hall Hotel, Pittsburgh, Pa. 


17-19 Alabama Hospital Associatigg 
Admiral Semmes Hotel, Mobile 


18-20 American Society of  Clinicd 
Radiology, Arizona Biltmore 
Phoenix 


22-24 National Association of Privaig 
Psychiatric Hospitals, Colony 
Beach Resort, Sarasota, Fla, 


22-26 AHA Institute, Nursing Servig 
Administration, Claridge Hotel 
Memphis 


26 South Carolina Hospital Associ 
tion, Wade Hampton Hotel, & 
lumbia 


27-Feb. 1 American Academy of Orthe 
paedic Surgeons, Palmer Hous, 
Chicago 


American College of Sup 
geons, Sectional Meeting for Doe 
tors and Graduate Nurses, Stat 
ler-Hilton and Biltmore Hotels, Los 
Angeles 


31-Feb. 1 AHA Midyear Conference of 
Presidents and Secretaries, AHA 
Headquarters, Chicago 


FEBRUARY 


1- 3 American College of Hospital Ad- 
ministrators, Congress on Admin- 
istration, Morrison Hotel, Chicago 


3- 6 Congress on Medical Education 


and Licensure, Palmer House, 
Chicago 
5- 9 AHA Institute, Nursing Service 


Administration, Sheraton Pa 
ace Hotel, San Francisco 


5- 9 Special AHA Institute for Medico! 
Record Librarians on Organizo- 
tion and Management, AHA 
Headquarters, Chicago 


7- 9 American Academy of Occupo 
tional Medicine, Pittsburgh-Hilton 
Hotel, Pittsburgh 


N 


- 9 Illinois Congress for Maternal and 
Infant Health, St. Nicholas Hotel 
Springfield 

7-10 American College of Radiology, 

Roosevelt Hotel, New York City 


12-14 AHA Institute, Budgeting, AHA 
Headquarters, Chicago 


19-21 Association of Operating Room 
Nurses, Annual Congress, Der 
ver-Hilton Hotel, Denver 


26-Mar. 2 American Protestant Hospite! 
Association, Morrison Hotel, Chi 
cago 


(Continued on page 14) 
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CALENDAR OF MEETINGS 


(Continued from page 12) 


MARCH 


5- 7 American College of Surgeons, 
Sectional Meeting, Sheraton- 
Cadillac Hotel, Detroit 


5- 8 AHA Institute, Emergency Room 
Nursing Service Management, 
AHA Headquarters, Chicago 

5- 8 Southeastern Surgical Congress, 
Louisville, Ky. 


12-14 AHA Institute, Directors of Hos- 


pital Volunteers (Advanced) AHA 
Headquarters, Chicago 


13-16 AHA Institute, Hospital Purchas- 
ing, (Advanced), Capitol House 
Hotel, Baton Rouge, La. 


14-16 Louisiana Hospital Association, 
Capitol House Hotel, Baton Rouge 


15 Wisconsin Hospital Association, 
Schroeder Hotel, Milwaukee 


19-21 AHA Institute, Labor Relations, 
AHA Headquarters, Chicago 


20-22 Kentucky Hospital Association, 
Kentucky Hotel, Louisville 


CLINICAL. PRODUCT Ss 


than 150 clinical whic 
Sterilon provides for hospitals through- 
the world. The complete range 


iclud idtray enous 


anh plogd 


feeding; drainage a 


SOO Northland Ave. 


Sterilon Laboratories Sterilon of 
Fayette, Alabama 


14 


convenience and safety to the per: 
formance of a particular procedure. 


: Most are guaranteed sterile, 


* Quality is our Cornerstone 
CORPORATION 


Niagara Falls, 


Buffalo 11, oN. N.Y. 


26-28 


26-28 


26-29 


2- 4 


12-13 


16-18 


16-18 


16-20 


25-27 


25-27 


American College of Surgeons 
Sectional Meeting, Hotel Peabody 
Memphis, Tenn. 


New England Hospital Assembly, 
Statler-Hilton Hotel, Boston 


AHA Institute, Evening and Night 
Nursing Service Administration, 
AHA Headquarters, Chicago 


AHA Institute, Nursing Home Ad. 
ministration, Miami Beach 


American College of Allergists 
Hotel Radison, Minneapolis 


Blue Cross Association and Ne 
tional Association of Blue Shield 
Plans (Annual Meeting), Broad. 
moor Hotel, Colorado Springs 


AHA Institute, Methods Improve. 
ment (Advanced), Emerson Hotel, 
Baltimore 


American College of Obstetricians 
and Gynecologists, Palmer House, 
Chicago 


Ohio Hospital Association, Toledo 
Sports Arena, Toledo 


American Society of Internal 
Medicine, Benjamin Franklin Ho- 
tel, Philadelphia 


American Academy of General 
Practice, Las Vegas 


Aerospace Medical Association, 
Atlantic City 


American College of Physicians, 
Bellevue-Stratford Hotel, Philo- 
delphia 


AHA Institute, Staffing Depart 
ments of Nursing Units, AHA 
Headquarters, Chicago 


Carolinas - Virginias Hospital Con 
ference, Hotel Roanoke, Roanoke, 
Va. 


American Association for Thoracic 
Surgery, Chase and Park Plazo 
Hotetg, St. Louis 


American College of Surgeons, 
Sectional Meeting, Sheraton Park 
Hotel, Washington, D. C. 


AHA Institute, Hospital Engineer 
ing, AHA Headquarters, Chicago 


Midwest Hospital Association, 
Municipal Auditorium, Kansos 
City, Mo. 

Southeastern Hospital Confer 


ence, New Orleans 


(Continued on page 16) 
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ifort. “SCOTCH” Brand Tape is non- 
occlusive and physiologically inert. Prevents usual maceration 

. Virtually eliminates chemical irritation, even in markedly 
tape-sensitive patients. It is cool, lightweight. ' 


anges, Sticks fast, even in  sitz bath « or whirlpool. 
Fewer a are required. Yet this tape tears with ease; does 
not tend to stick to rubber gloves or instruments.’ There is no 
shelf deterioration, no “end-of-roll” waste. 


NEW SURGICAL ADHESIVE TAPE 
TRADITIONAL TAPE PROBLEMS 


“SCOTCH” Brand Surgical Tape is available through your surgical supply dealer in usual widths. ¥2 to 3 in., 10-yd. rolls. 


SCOTCH BRAND SURGICAL TAPE MICROPOROUS 


Application. Unlike conventional adhesive tapes, “SCOTCH” Surgical Tape does 
not slip or “creep,” and ordinarily should be laid on without tension. Where tension 
is desired or anticipated, shear stress on the skin may be prevented by cross strips 
of “SCOTCH” Surgical Tape at the ends of primary application. 


MINNESOTA aenanes AND MANUFACTURING COMPANY , 
. WHERE RESEARCH 1S THE KEY TO TOMORROW 


Non-Irritating, Multipurpose Surgical Adhesive Tape, Am. J. Surg. 100: 789,1960. “SCOTCH” is a registered trademark of 3M Co. 


Removal. Tissue-thin copolymer adhesive layer of “SCOTCH” 

Surgical Tape clings firmly to skin, yet does not entrap hairs. 
. Tape comes off quickly and easily without depilation. Leaves no 
dirty residue for 


Construction. Macrophoto (top) shows new “open’ ‘ construction 
of “SCOTCH” Surgical Tape that allows free air passage through 
microporous backing and adhesive. Perforated tape (bottom) is 
almost totally occluded by thick, potentially irritating mass.' 
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CALENDAR OF MEETINGS 


(Continued from page 14) 


30-May 2 American Academy of Pediat- 
rics, Spring Meeting, Statler-Hilton 
Hotel, New York City 


30-May 2 Tri-State Hospitai Assem- 
bly, Palmer House, Chicago 


30-May 3 AHA Institute, Obstetrical 
Nursing Service Administration, 
Statler-Hilton Hotel, Buffalo 


MAY 


10-11 American Pediatric Society, Tray- 
more Hotel, Atlantic City 


14-17 American Urological Association, 
Bellevue-Stratford Hotel, Phila- 
delphia 


14-18 American 
Detroit 


20-25 National Tuberculosis Associa- 
tion, Deauville Hotel, Miami 


21-24 Catholic 
St. Louis 


Nurses’ Association, 


Hospital Association, 


Hollister Inscribed 
Birth Certificates 


In public relations, as in friendship, it’s often the “little things” that 
count most. A birth certificate may seem small amid the complicated 
details of running a hospital. But anything connected with the birth 
of a baby is magnified in the eyes of the parents. That’s why Hollister 
Inscribed Birth Certificates are such effective builders of goodwill. 
In every way a Hollister Certificate shows that you too are proud of 
the important event. Write for free portfolio. 


833 N. Orleans St., Chicago 10, Il. 


-HollisteR. 


INCORPORA 


16 For further information see postcard opposite page 126. 


27-31 American Orthopaedic Associa. 
tion, Castle Harbor Hotel, 
Bermuda 


28-30 American Ophthalmological So. 
ciety, The Homestead, Hot 
Springs, Va. 


29-June 2 American College of Cardiol. 
ogy, Denver-Hilton Hotel, Denver 


JUNE 


18-20 American Geriatrics 


Society, 
Palmer House, Chicago 


21-25 American College of Chest Physi- 
cians, Chicago 


23-25 American Diabetes Association, 
Conrad Hilton Hotel, Chicago 


25-29 American Medical Association, 
Annual Meeting, Chicago 


AUGUST 

30-Sept. 8 American Society of Clinical 
Pathologists, Palmer House, Chi- 
cago 

SEPTEMBER 

17-20 American Hospital Association, 
Annual Meeting, Palmer House, 


Chicago 


26-28 American Association of Medical 
Clinics, Portland-Sheraton Hotel, 
Portland, Ore. 


OCTOBER 


2 -5 American Roentgen Ray Society, 
Shoreham’ Hotel, Washington, 
D.C. 


15-19 American College of Surgeons, 
Clinical Congress, Atlantic City 


15-19 American Public Health Associa- 
tion, Hotel Fontainbleau, Miami 
Beach 


27-Nov. 1 American Academy of Pedi- 
atrics, Palmer House, Chicago 


27-Nov. 4 American Fracture Associa- 
tion, Huntington-Sheraton Hotel, 
Pasadena, Calif. 


28-31 American College of Gastroen 
terology, Morrison Hotel, Chicago 
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A Community View of Health Plans 


By Anne R. Somers* 


By the end of 1958, about 36 mil- 
lion persons—employees and their 
dependents—were covered by col- 
lectively bargained health plans. 

This represents less than one- 
third of all health insurance en- 
rollees, but there is no doubt that 
the negotiated plans—backed by 
the strength and drive of organized 
labor—have been the major force 
behind the phenomenal growth of 
all employee plans during the past 
15 years. And employee plans now 
account for about three-fourths of 
all health insurance enrollment 
and premium payments. Thus the 


presearch associate, Haverford College, 


and adviser, Foundation on Employee 
Heaith, Medic:|’ Care and Welfare, inc. 
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Under Collective Bargaining 


Condensed from The Insurance Law Journal, January 1961 


influence of organized labor and 
corporate management on _ the 
overall expansion of private health 
insurance has been tremendous. 

Whether this influence has been 
good or bad is not so clear-cut. 
Those who stress the negative gen- 
erally point first to an alleged 
large-scale waste of funds. Anoth- 
er charge—heard chiefly among 
medical-care “sophisticates’’— 
maintains that the negotiated plans 
have brought about the probable 
defeat of community rating, which 
some experts believe could lead 
eventually to the defeat of all pri- 
vate health insurance. 

Thirdly, there are complaints as 
to the effects of these big plans on 
the doctor-patient relationship and 
the quality of medical care. Fi- 
nally, there are those who see in 
the great gains that have accrued 
to the beneficiaries of these plans 
the emergence of a new class struc- 
ture in American society: those 
who do, and those who do not, 
have access to employment-related 
health benefits. The new elite 
among medical-care consumers are 
those employed by large corpora- 
tions or government. By contrast, 
farmers, the aged, the unorganized 
are grossly underprivileged. 

On the other side, the gains fre- 
quently credited to labor-manage- 


ment pressure include the 70-day 
and 120-day Blue Cross service 
benefit contracts, the $300-and-up 
surgical schedules, the $7200 and 
$7500 Blue Shield family income 
limit with service benefits below 
that limit, the recent development 
of outpatient diagnostic coverage 
and prepaid dental and eye-care 
plans. While not a major initiator 
of group-practice prepayment or- 
ganizations, the negotiated plans 
now account for a substantial por- 
tion of their enroilment and finan- 
cial and moral support. 

As to the aged and other under- 
privileged groups, labor again 
claims it has been their major 
champion. It has fought for and 
established the principle of pen- 
sion-related health insurance. It 
has worked for meaningful group- 
conversion rights. The whole con- 
cept of a new class structure is 
dismissed by these spokesmen as 
a naive misinterpretation of the 
typical process of social change in 
a democratic society. 

As to the alleged “selfishness” of 
the negotiated plans and their ef- 
fect on community rating, union 
spokesmen point out that they did 
not invent experience rating. In- 
deed, most top labor leaders have 


(Continued on next page) 
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publicly and sometimes valiantly 
supported community rating. But 
the forces in the opposite direction 
were enormous. The whole com- 
mercial insurance industry insisted 
on it. Most employers preferred it. 
The medical profession and the 
hospitals, while officially supporting 
community rating, refuse, it is said, 
to give Blue Cross and Blue Shield 
the support necessary to make 
community rating work effectively. 
In this environment, labor health- 
plan administrators say they had 
no choice but to go along with the 
general trend to experience rating. 

The future is, naturally, far more 
difficult to comment on. The tre- 
mendous change which has taken 
place in the organization and fi- 
nancing of medical care is well 
known. The growth of specialism 
and group practice, the emergence 
of the modern hospital as the in- 
dispensable but inordinately ex- 
pensive center of the medical 
world, the new role of the corpo- 
rate drug manufacturer—these fun- 
damental organizational changes 
have been paralleled by equally 
significant alterations in the dis- 
tribution of medical care—includ- 
ing the financing of the voluntary 
hospital, the role of charity, meth- 
ods of remunerating physicians and 
of paying bills. 

In particular, the traditional pay- 
ment to an individual doctor or 
hospital, on the basis of fee-for- 
service and the patient’s ability to 
pay as unilaterally determined by 
the vendor, is clearly giving way 
to large-scale prepayment  sys- 


tems, designed to spread the costs 
and ease the burden of unpredicta- 
ble and ever-rising medical costs. 

Collective bargaining cannot be 
held responsible for this develop- 
ment any more than it can for the 
emergence of large-scale enter- 
prise in the general economy. The 
organization of medical consumers 
was the inevitable reaction to the 
organization of the vendors of care. 

I anticipate a growing labor- 
management rapprochement in this 
area; increasing labor influence on 
policy and administration, even in 
the so-called unilateral plans: 
growing cooperation between plans, 
including the merger of small trust 
funds and the creation of city-wide 
councils of larger funds; the trans- 
fer of more and more administra- 
tive functions from the carriers to 
the plans; a probable trend toward 
self-insurance; and the increas- 
ing professionalization of health- 
plan administration with more 
attention to administrative effi- 
ciency and cost controls. 

Finally, I foresee an increasing 
and more highly structured polari- 
zation of consumer-vendor inter- 
ests and the increasing develop- 
ment of direct bargaining between 
organized medicine—as the chief 
spokesman for the vendors of med- 
ical care—and organized labor—as 
chief spokesman for organized con- 
sumers. Partly as a result of such 
increasing pressure from labor, I 
believe fhe negotiated plans will 
move toward dual-choice pro- 
grams as a possible monitor on the 
rising costs of fee-for-service prac- 


How Not to Build a Hospital 


A recent Texas Hospitals reports two architectural errors in hospital build- 
ing. The first is in a major hospital of over 500 beds. The institution has a 
circulating chilled-water system to each patient room—a system which 
worked fine until a soldered joint broke loose or a valve needed to be 
replaced. Then it was found that the original mechanical specifications 
called for one shut-off valve for the entire system. To perform a simple 
repair job it was necessary to shut down and drain the entire circulating 
cool-water system. (At considerable expense and inconvenience, zone valves 


were subsequently installed.) 


And can you imagine a major kitchen without a plumber’s access door 
for one entire wall of plumbing? As Texas Hospitals says, it happened and 
wasn’t discovered until a stoppage developed! There was no way to clean 
out traps because either an access door was not provided or it was plas- 


tered over in construction. 
A sledgehammer, anyone? 


tice and indemnity insuran:e. 

What effect these development 
will have on the medical care ¢ 
the community at large is far from 
clear. So far neither consumers nor 
vendors have achieved : nything 
like unity. Just as the doctors are 
divided among themselves on js. 
sues such as group practice, pre. 
payment, methods of remuneration, 
so are the consumers, including 
organized labor. While some see in 
this fragmentation of interests the 
likelihood of destructive competi- 
tion for scarce resources, others 
see it as a saving grace in a med- 
ical marketplace which might oth- 
erwise be dominated by two po- 
tential monoliths. 


On the other hand, few impartial 
observers wish to see an authori- 
tarian solution imposed by one side 
on the other; and virtually none 
believes a return to the old indi- 
vidualistic medical economy is pos- 
sible. 


The collectively bargained health 
plans will continue to make con- 
tributions to American medical 
care. But they have no monopoly of 
ideals, organizational skills, or f- 
nancial resources. The vendors of 
care will continue to be the central 
factors in this picture—the primary 
creative force. But the day is long 
past when they could claim a mo- 
nopoly of interest or ability in this 
field. The prepayment plans and 
carriers, with their ingenious de- 
vices for spreading the costs, are 
now indispensable partners in 
working out future _ institutions 

Finally, government—local, state, 
federal—will play an increasingly 
important role as the represente- 
tive of the general public—the 
community at large. Not because 
legislators have any desire to “in- 
terfere,” but because the parties 
primarily involved—vendors, con- 
sumers, and carriers—are already 
recognizing the need for some im- 
partial force to guide and humanize 
the technological revolution it 
medicine, to guard the consume! 
against undue inflation, to guard 
the vendors against undue pressure 
from organized consumers, and to 
supply at least a minimum amount 
of that wonderful green medicine 
whose absence as well as presence 
has been called “the sour e of all 
evil.” 
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Evaluating the Case Against Socialized Medicine 


By William DeMougeot* 


Condensed frum New York Medicine, September 20, 1961 


Iam not an advocate of socialized 
medicine. But this is not because 
of the arguments of the AMA; in 
fact, many of these are logically 
weak and have often irritated me. 
Why? That’s the purpose of this 
article—to present my _ observa- 
tions of the arguments against 
compulsory health insurance most 
used by the medical profession in 
order that their weaknesses and 
strengths may be perceived and 
their potentialities for 
ment noted. 


improve- 


My analysis is primarily in terms 
of logical validity: how does an 
argument fare when subjected to 
the tests of evidence and reason- 
ing—or to intelligent opposition? 
Remember, many a logically weak 
argument should still be used if 
the audience is relatively unin- 
formed or if there is no opposition 
because it may produce a favorable 
emotional response—which is often 
more effective than logical agree- 
ment. 

Many of the arguments most 
commonly used against compul- 
sory health insurance are “scare” 
arguments; they depend for their 
effectiveness not so much on logi- 
cal validity as on the emotional 
reactions they produce. 

Typical is the contention 


tprofessor of speech, North Texas State 
Niversity, Denton, Tex. 


that 
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these schemes will be a step to- 
ward socialism. The assertion it- 
self cannot be denied and for 
people who automatically reject 
anything bearing that label, this 
is a potent argument. The very 
name “socialized medicine” has 
been a big help in prejudicing the 
public against compulsory health 
insurance. Fortunately for the 
medical profession, most Ameri- 
cans do react to that label. 

For more sophisticated people, 
however, this argument has much 
less appeal. It’s the most flagrant 
sort of propaganda—name-calling 
—and has long since lost its re- 
spectability. 

A second argument that fits the 
“scare” category is that the federal 
government will control medical 
care and both patient and doctor 
will lose freedom. What’s wrong 
with this? First, in foreign coun- 
tries and in virtually all proposals 
in this country, medical matters are 
in the hands of medical men. Sec- 
ond, it simply is not true that 
national health insurance would 
deny the patient free choice of 
physician. 

The point is that this is a good 
argument with which to scare 
people, but you’d better not use it 
if you have an audience, or op- 
ponent, who knows how foreign 
systems are run. 


Let’s take another popular AMA 
argument: that the quality of med- 
ical care will deteriorate. This is a 
rather good argument. The Amer- 
ican people will abuse any system 
that seems to offer them something 
for nothing. Hypochrondria, added 
to those who will run to the doctor 
with every trivial problem, plus 
those who really have put off 
needed care for economic reasons 
equals an inevitable large increase 
in demands with a_ coasequent 
possible reduction in the caliber 
of medicine being practiced. 

However, be prepared for some 
argument on this point. In the first 
place, the person who has put off 
needed medical care because of 
costs will prefer second-rate care 
to none. Secondly, there is much 
to be said for the preventive value 
of frequent visits to the doctor. 

The argument that a_ national 
health system will be expensive 
has much truth to it and can be 
effective if not exaggerated. But 
again, a few words of caution. For 
all the talk of high costs, Britain 
spends only 4-4% percent of its 
national the health 
service to give complete care to all, 
while we spend even more for 
much less care quantitatively, and 
their percentage is going down 


income on 


(Continued on next page) 


21 


=2 
—— 


Hospital Volunteer Service and the Law 


The AHA has defined a hospital volunteer as “one who serves a hospital 
without salary.” This definition appears to include members of the board 
of trustees, the hospital auxiliary, special project volunteers, community 
groups, and in-service volunteers—quite an assorted group of people. Have 
you ever wondered whether or not the hospital has any legal obligations 
toward such volunteers? The answer, according to a recent Regan Report 
on Hospital Law, is an emphatic YEs. 

The Department of Volunteer Services, says the Report, is appropriately 
called a “creature of our times” in hospital management. Nursing volun- 
teers serve to ease the shortage of skilled personnel in many hospitals. 
Auxiliary groups of non-professional ladies and gentlemen, who contrib- 
ute their valuable services to every project from fund-raising to ambu- 
lance driving, also play an important role in patient-centered services. 
Put there are weighty legal overtones in the use of such donated services. 

Nursing volunteers, however gratuitous the helping hand, may be legally 
considered employees of the hospital in the event of an accident to a pa- 
tient or to themselves. The hospital may be providing compensation for 
such services without realizing it. Do you give free meals to nurse-volun- 
teers? Do you launder their uniforms? Do you give them discounts on 
their own admissions to your hospital? Some courts have found these 
courtesies to be payment in lieu of wages. 

“Pink ladies” have become a fixture in many hospitals. From the coffee 
shop to the information desk, these ladies figure prominently in providing 
the often overlooked but socially necessary services in the modern hospi- 
tal. What are the ladies legally entitled to? Organization, for one thing. 
Pleasant relations and good cooperation between the auxiliary group and 
the administration must be based on a well-defined set of by-laws and 
policies for the managemeni of auxiliary services. Where training and 
instruction are required for special volunteer assignments, the volunteers 
are legally entitled to such educational orientation. Continuing supervision. 
safe working areas, and serviceable equipment are other considerations to 
which volunteers are entitled. Even the candy-striped smock or distinctive 
pink dress serves a unique legal purpose: it alerts patients, physicians, 
nurses, and others to the particular activity of the volunteer in the hospital 
and serves to put one and all on notice of the ~— and _ professional 
limits of the volunteers’ responsibilities. 

Legal obligations in human relations, the Report concludes, are generally 
bilateral, and the hospital-volunteer situation is na exception. In consider- 
ation for the legal commitments of the voluntary hospital to the auxiliary 
groups, the trustees, helpers, and others who give generously of their time 
and talents must do so conscientiously and to the best of their ability. 
Further, they must do so without expectation of payment or reward. 
Finally, just as employees, the volunteers must conform to the reasonable 
rules and regulations for the orderly management of the hospital. 


while ours is rising. They spend 
$50 per person for a rather com- 
plete system while we spend $114 
per person for partial care. 

Furthermore, in Britain a med- 
ical tragedy is no longer a financial 
disaster, and you can’t put that 
feeling of relief into dollars and 
cents. 

And don’t treat the taxes which 
support such a system as if they 
would be an additional burden; 
most such taxes would merely re- 
place what is now spent on medi- 
cal care under other names. 

Finally, beware the common as- 
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sertion that the health dollar 
would be largely wasted on bu- 
reaucratic expense. The overhead 
for social security is 6 percent: 
Britain estimates it costs 12 cents 
per dollar to run its system. Com- 
pare this to the average expense 
of 25 percent, including profit, of 
private health insurance. 
Ultimately, many of the scare 
arguments come down to saying 
socialized medicine has failed in 
foreign nations and therefore we 
should avoid it here. This argu- 
ment is not entirely valid. I won- 
der if it never occurs to us that 


the United States is the only major 
nation in the world that does no} 
have a national compulsory sys. 
tem of state payment for medica] 
care. If the system is really as bad 
as it is usually pictured here 
would 59 nations have adopted it? 
Or wouldn’t at least one abandon 
it? 

So far we've been examining 
chiefly the arguments with a high 
emotional persuasive value, usefy! 
in situations (such as newspaper 
advertisements) when the listen- 
ers are largely uncritical and where 
an informed opponent cannot pre- 
sent contrary information. Let's 
look at two more logical argu- 
ments which form part of the case 
against socialized medicine. 

One is the contention that these 
plans would be compulsory for 
all, regardless of need. This argu- 
ment is strong because it’s true. 
Sociologists and economists can 
demonstrate that a national com- 
pulsory system is justifiable and 
probably cheaper—but it’s a diffi- 
cult line of reasoning to present. 
It’s the kind of thing people resent. 

A second logically sound argu- 
ment has to do with voluntary in- 
surance as the solution to needs. 
Ever since the AMA endorsed 
voluntary insurance in 1948 the 
supporters of compulsory national 
schemes have had to cope with the 
increasing evidence that volun- 
tary health insurance can do the 
job. 

Now don’t misunderstand; I’m 
not saying that voluntary plans 
have solved the problem, and if you 
argue that way you're going to take 
a beating. Many statistics are avail- 
able to prove that many people are 
excluded; that policies have many 
exceptions; that rates are high for 
many people. 

No, you can’t prove that volun- 
tary insurance has removed the 
need for change. But you can ar- 
gue that it’s well on the way. The 
growth of such insurance has been 
phenomenal and its coverages are 
increasing. 

In contrast, let’s turn briefly to 
two arguments frequently used by 
the medical profession that are s0 
easily answered they’re not worth 
using against an intelligent oppo- 
nent. 

One is that American medicine 
is the best in the world. First, that’s 
not a reason for rejecting efforts 
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to make it even better (and by 
sme criteria American medicine 
js not the best). Second, even if 
we are the healthiest nation on 
earth that doesn’t prove that our 
system of paying for medical care 
is responsible. 

Two, there’s the argument that 
all who seek care will get it. That’s 
true, with few exceptions. But 
what it doesn’t say is that all can 
pay the bills which follow. And it’s 
the knowledge that for most people 
the bills will follow that keeps 
many from seeking the care they 
should get. 

Now that I’ve exposed some 
holes in the case against social- 
ized medicine, let’s examine some 
ways of presenting a more logical 
case. 
¢The first problem is to avoid 
three errors in logic: exaggeration, 
omission, and inconsistency. We 
frequently use words like “all,” 
“only,” “no one.” When we do, the 
opponent need only cite an example 
or two to damage an argument 
which would be perfectly valid if 
we had just said “almost all,” or 
“with rare exceptions.” 

We're also prone to use statis- 
tics loosely. Often the real figures 
are bad enough, so why exaggerate 
and risk exposure? 

About omissions: beware of ar- 
guments that depend on the lis- 
teners not knowing the qualifica- 
tions that apply—for instance, 
mentioning high costs when they’re 
traceable to increased care com- 
paring foreign care with American 
care when we have all the eco- 
nomic advantages, superior facil- 
ities, and more doctors; or discuss- 
ing the high administrative costs of 
national plans, hoping no one men- 
tions the even higher costs of vol- 
untary insurance. 

As for inconsistencies: be sure 
that two arguments used at the 
same time don’t conflict with each 
other. For instance, it’s difficult to 
Say in one breath that doctors 
have a high sense of professional 
responsibility and in the next say 
that if incomes are fixed doctors 
will lose the incentive to practice 
Zood care. 

* My second major suggestion is 
that when in debate play down the 
arguments that have more emo- 
tional than logical appeal. Stress 
the difficulties of foreign nations 
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instead of claiming their systems 
are failures; speak of the future of 
voluntary plans, not of their pres- 
ent adequacy; don’t claim that 
patients will lose their choice of 
doctors—almost any well-informed 
opponent will be able to show that 
the assertion is not true. 
e Conversely, make more use of 
strong arguments. You can cer- 
tainly argue that the total cost of 
medical care will increase and you 
can play up the malingering argu- 
ment. You can also argue that the 
well will be paying for the care 
of the ill, an idea that may appeal 
to the social scientists but cer- 
tainly doesn’t to the healthy people. 
One line of argument which is 
used less frequently than it de- 
serves is the simple argument that 
most of the medical expenses we 
incur, and most of the ones we 
avoid, can easily be handled with- 
in our incomes if we would just 
re-adjust our scale of values. 
e My fourth suggestion is to go 
on the attack more often. A lot of 
the fallacies mentioned here are 
also found in the case for social- 
ized medicine. Proponents of this 
also exaggerate and omit and are 
inconsistent. Be on the lookout for 
such errors. And remember that 
he who advocates a change carries 
the main burden of proof. Chal- 
lenge the opposition to prove that 


the need for a change is great 
enough to warrant this drastic a 
change. 

e My final suggestion has to do 
with the entire approach to the 
problems of paying for medical 
care. For many years organized 
medicine has been associated with 
negativism; that charge is much 
less justifiable now but there is still 
a need to be for something more 
often. Being positive means to put 
the emphasis on helping to solve 
problems, not on denying they 
exist. (Medical societies often fight 
insurance plans that give good 
coverage, for example, when they 
should be pushing them as a bet- 
ter alternative than a compulsory 
system.) 

If we’re to win the fight against 
socialized medicine we ought to 
be anxious to use the most ef- 
fective weapons. In the face of in- 
formed opposition some arguments 
that are emotionally strong prove 
to be logically weak. However, in 
such situations other arguments 
have logical validity. By using 
some of these—by taking a more 
positive approach—by demanding 
that the supporters of socialized 
medicine show a drastic need—and 
by avoiding some of the errors of 
argumentation, you'll be better able 
to present a case against socialized 
medicine. 
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“Come now, Mr. Osgoode, do you know that 70 percent of 
the doctors in Russia are women?” 
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The Influence of Teaching and Research 


on Hospital Costs 


from the Viewpoint of a Medical Educator 


By Robert L. Berg, M.D.* 


Condensed from Journal of Medical Education, August 1961 


Although a number of reasons 
exist for the per diem cost of 
teaching hospitals to be higher 
than that of community hospitals, 
actually it is likely that the ulti- 
mate cost to the community of pa- 
tient care in teaching hospitals is 
less than when care is provided 
in community hospitals. 

In any discussion of the cost of 
patient care it is customary to re- 
fer principally to the per diem cost 
of hospitalization rather than to 
the ultimate cost to the community. 
However, in many respects a high 
per diem cost may be associated 
with a lower ultimate community 
cost. (For example, when a work- 
up is slow and dilatory, the per 
diem cost is lower but the ultimate 
cost is higher.) With this general 
concept in mind a number of ob- 
servations may be made. 


Reasons for higher per diem in 
teaching hospitals—Teaching hos- 
pitals often have more indigent 
patients proportionately and they 
must be sicker and more complex 
before they are admitted. Such pa- 
tients take more nurses (in our in- 


*The University of Rochester (N. Y.) 
School of Medicine and Dentistry; acting 
administrator, Strong Memorial Hospital. 
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stitution 15 percent more nursing 
time); they require more social 
service (in our institution four 
times as much.) 

In addition, most teaching hos- 
pitals feel it essential to have the 
ful spectrum of patient services, 
many of which include expensive 
departments—particularly when 
patient payment is far below cost. 
(In our hospital about 50 percent 
of emergency-werd bills are not 
collected.) 

Teaching hospitals embark on 
new fields more rapidly than other 
institutions and so add to the an- 
cillary cost of medical care. 

By and large more tests are done 
on all patients in teaching hospi- 
tals. 

In most teaching hospitals there 
is more wear and tear on person- 
nel, especially head* nurses on 
ward services. More nursing per- 
sonnel is needed and more students 
are about for more hours of the 
day. 

Furthermore, different kinds of 
nurses are found in teaching hos- 
pitals than in community hospitals. 
In a recent study at Strong Me- 
morial Hospital it was found that 
compared with other general hos- 
pitals in the community our nurses 


on the average were ten years 
younger, more than twice is many 
were single, and the average dy. 
ration of employment was only half 
that of the other hospitals. 

It was also apparent they re. 
garded their work as an oppor. 
tunity for advancing their medi- 
cal knowledge, their clinical com- 
petence, and their social contacts. 
rather than as long-range employ- 
ment or financial security. 

Because of these, and _ other, 
factors not only has there been jp 
the past a tendency to assume that 
patient care is more expensive in 
teaching hospitals, but there seems 
to have been even an unconscious 
implication that the ultimate cost 
to the community is greater. 

The natural result of such a be- 
lief is an effort to get expenses 
back in line with those of other 
hospitals. Many hospital adminis- 
trators regard a high per diem as 
evidence of their administrative 
incompetence, and it is not diff- 
cult under such circumstances for 
hostilities to develop toward those 
aspects of the hospital costs con- 
nected with the educational pro- 
gram. Often such an administrator 
will regard the teaching program 
as an evil and dangerous influence 
in his hospital. It is therefore im- 
portant to realize that, in spite of 
certain additional costs, the com- 
munity benefits greatly, even in 
strict dollars-and-cents terms. 


Ultimate costs are less in teach- 
ing hospitals —In miany university 
hospitals the length of hospitali- 
zation may be somewhat longer in 
the ward services. These statistics 
are misleading, however. When we 
have developed technics of eval- 
uating the degree of illness and in- 
tensity of patient care it will be- 
come clear that the same kind of 
patient stays in the hospital for 
a shorter period in a ward service 
than on a private one (primarily 
because the house staff wants 4 
rapid turnover for its own intel- 
est) making the ultimate cos! 
lower. 

Also, as contrasted with the 
community hospital, the chief-of- 
service in a teaching hospital has 
much more effective disciplinary 
control of the staff. This results 
in less unnecessary hosp talization. 

In addition, the cost of profes 
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sional care in teaching hospitals is 
at a much lower rate. Multiple 
consultations from special units 
are usually obtained at no cost to 
the institution. It is true that the 
cost of professional care by the 
house staff is generally added to 
ithe Blue Cross cost, but the sav- 
ings to Blue Shield and the ulti- 
mate savings to the community are 
great. 

The care of patients in a teach- 
ing hospital is likely to be more 
definitive with fewer later admis- 
sions. Probably more attention is 
paid to rehabilitation and relocat- 
ing patients in jobs or situations 
were they can care for them- 
selves. 

In teaching hospitals fewer an- 


tibiotics are used and the net drug 
cost is less. 

Complicated surgical cases add 
greatly to per diem costs, but in 
teaching hospitals few of the mem- 
bers of the surgical team are paid 
any salary except the salary of an 
intern or resident. 


The future development of 
teaching hospitals in regard to their 
costs.—Such hospitals must con- 
tinue with a broad and generally 
complete spectrum of medical 
services, and this is expensive. 
Such hospitals must continue to 
care for indigent patients, and 
when calculated per diem this 
expense will continue to be higher 
than that for other patients. 


Because of this inevitably highen 
cost, teaching hospitals must be- 
ware of administrators who are 
melancholy if their per diem is 
higher than that of community 
hospitals—for, in their anxiety to 
keep the per diem low, they may 


* reject extensive services essential 


to the teaching program. Or, if 
they do not reject them outright, 
they may discourage development 
of such programs. 


Administrators must be found 
who not only organize well and 
run institutions economically, but 
who are interested in the quality 
of care and of teaching and who 
are eager to experiment with new 
technics. 


CHRISTMAS GIFTS: WHAT MANAGEMENT THINKS 


To find out how company presi- 
dents and other top executives 
feel about the practice of Christ- 
mas gift-giving, the National In- 
dustrial Conference Board sur- 
veyed 291 manufacturing firms. 
They found an almost even split 
between those that frown on em- 
tloyees accepting holiday gifts 
from outside companies and those 
that don’t let it bother them. 

To be exact: 43 percent of the 
companies surveyed allow em- 
jloyees to accept the gifts; 16 per- 
‘ent try to discourage the practice 
tut do not say flatly employees 
tannot accept gifts; and 41 percent 
ificially forbid acceptance. 

There is as much lack of stand- 
ardization when it comes to setting 
a limit on the value of accepted 
gifts. The model limit was $15 in a 
tange of $2-25. 

One company president said the 
purchasing department will not 
accept hard goods but will accept 
‘onsumable gifts. Many of those 
‘urveyed said a gift was acceptable 
‘iteould be eaten, drunk, smoked, 
Tused up in a 24-hour period. 

A great majority of those who 
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prohibit gifts do not ban adver- 
tising items or such things as cal- 
endars, pencils, or memo pads. 

Methods used to control incom- 
ing gifts include returning non- 
perishable items; donating perish- 
able gifts to charities; thanking the 
giver but requesting the company 
name be withdrawn from the gift- 
list; and drawing for gifts by de- 
partment personnel. 

A few rather unusual policies 
were reported, though: one presi- 


‘dent said gifts may be accepted 


only if approved by a company 
officer. 

Another company reported that 
all top executives who received 
gifts but did not (or could not) 
return them had to bring the pre- 
sents to the next executive meet- 
ing where others in the group eval- 
uated their price, which the recip- 
ient then had to pay. (Since the 
ruling all executives and super- 
visors had written to the gift- 
senders, asking to be removed 
from their lists.) 

Purchasing agents who have 
wrestled with the gift problem will 
be interested in the practices of 


Condensed from Purchasing, December 21, 1959 


the givers. Forty-six percent give 
Christmas gifts to persons outside 
their firms; about 66 percent of 
these have an established list of 
recipients. Some of the lists are 
made up by top mangement but 
most are compiled by individual 
salesmen, subject to the sales man- 
ager’s approval. 

Many companies prefer to give 
their own products as gifts. Other- 
wise, the most popular gifts are 
liquor and foodstuffs, in that or- 
der, and then items for home or 
office such as cigarette lighters, 
glassware, and so on. 

One significant note: only two 
of all the companies surveyed 
planned to increase their giving of 
business Christmas gifts. 
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Recently a new kind of hospital 
opened its doors in Australia. 
Hampton Hospital’s full-time re- 
habilitation program—which serves 
accident cases whose rehabilitation 
‘would have been considered hope- 
less a few years ago—has sent 63 
percent of its patients straight back 
to gainful employment. Here’s how 
the program works. 

Hampton Hospital is a special- 
ized institution offering a full-time 
rehabilitation program to inpa- 
tients and outpatients. It accepts 
severe accident cases, including am- 
putees, as soon as definitive surgery 
is completed. The hospital is also 
geared to patients suffering from a 
wide range of medical and surgical 
conditions. However, long-term 
chronic cases are accepted only 
when they will benefit from a short 
course of exercise and treatment. 

The hospital’s success is based 
on its use of a team approach. Im- 
mediately on admission a_ staff 
planning conference decides the 
course of treatment best suited to 
the new patient. In this concen- 
trated program the patient’s day is 
completely filled with activity. 

Hampton’s facilities include all 
the modalities of physical therapy; 
a wide range of occupational ther- 
apy (used for treatment as well as 
for re-employment assessment); 
and remedial gymnastics with full 
equipment. 

In addition, attention is given to 
financial aspects, home conditions, 
and the legal complications that so 
often result from accidents. The 
philosophy at Hampton is that 
quick recovery cannot be achieved 
while the patient is in a depressed 


*Medical director, Hampton Hospital, 
Hampton, Vict., Aus. 


Australian Hospital's 
Specialized Program Speeds Rehabilitation 


Condensed from Your Hospitals (published by the Hospitals and Charities Com- 
mission, Victoria, Aus.), August 4961 


Illustrations for digest articles by Pekarsky 


By Leigh T. Wedlick, MBBS, MRCP (Lond.)* 


or agitated condition. So social 
workers assist with home problems, 
the public solicitor with legal mat- 
ters, and particular attention is 
given to language difficulties. Eng- 
lish lessons are provided when re- 
quired by the Immigration De- 
partment. 

Most important of these ancil- 
lary services is the Commonwealth 
Employment Service, which makes 
an officer available three days a 
week to determine as early as 
possible if the patient can resume 
his original employment or whether 
he must consider another job. Plan- 
ning by occupational therapists, the 
employment officer, and in difficult 
cases a vocational-guidance coun- 
sellor from the Department of So- 
cial Services prepares the patient 
for his new employment. 

The aim is to ensure not only 
that the patient recovers physi- 
cally, but that he goes directly 
into a job that he is happy to un- 
dertake. The program’s success 
is shown by the fact that 63 per- 
cent of all Hampton Hospital pa- 
tients have left the hospital to take 
immediate employment. (The re- 
maining 37 percent include house- 
wives, self-employed persons, and 


lleostomy Club Incisive Group 


A unique club is making things easier for ileostomy patients in the Los 
Angeles area. Started ten years ago with four members, the L.A. Ileostomy 
Club today numbers 400—all beneficiaries of ileostomies. According to the 
Los Angeles Times, club members cooperate with doctors to calm the fears 
of those who face the operation. They provide a voice-of-experience for 
the prospective ileostomy patient, who is reassured by meeting scmeone 
who has had the operation and seeing how he (or she) is able to cope 
with the problem. The newspaper adds that the Los Angeles club is not 
the only such organization: 40 other clubs exist for the same purpose 
around the nation and in Europe, including Washington D.C.’s “Q.T.” Club. 


those who still require further 
treatment after leaving Hampton.) 

Hampton begins its program 
early after accidents, so avoiding 
complications. (One leg amputee, 
for instance, came to the hospital 
only 14 days after the car accident 
which resulted in his amputation.) 
After the assessment of physical 
condition and the prospects of re- 
employment, hospital policy is to 
tell the patient honestly what can 
and cannot be done, and to what 
extent the damaged limb can he 
restored. 

The hospital has a long waiting 
list, but is constantly increasing its 
facilities. For example, with its 
new outpatients’ service Hampton 
also assists a wide range of mildet 
cases who attend the hospital for 
either a full- or half-day program 

In addition, a comprehensive ad- 
visory service has been established 
for self-help and explanation @ 
home-aid devices. Any patient 
may make an appointment to at 
tend the hospital for a two-howf 
consultation at which accurate as 
sessment of the activities of daily 
living will be carried out, and suit 
able devices prescribed and dem 
onstrated. 
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American College of Surgeons 


Increasing Problems in Emergency Care 


A Major Topic at Clinical Congress 


Improvement Essential in Care of Injured; that it is impossible for any surgeon to become competent 


Regional Teenenn Cantess Suggest ed in the treatment of trauma in every field. 
Although it is quite correct that no one can learn all 
Preston A. Wade, M.D., professor of clinical surgery, there is to know about every specialty, he can do the pa- 
= Cornell University Medical College, New York City: tient the greatest service if he knows much about the 


There must be improvement in the care of the injured care of injuries sustained in those areas other than his 
patient in our hospitals. There will come a day when an own specialty, and if he knows a great deal about the 
® accident victim will be transported carefully and slowly emergency care of every body area. 

© ina vehicle without sirens, by qualified personnel obey- Much of this disagreement is the result of professional 
ing traffic regulations, to a well-equipped trauma facil- jealousy and the fear of financial loss. The general sur- 
ity where he will be promptly cared for by surgeons geon has resisted the efforts of the orthopedic surgeon 
trained in all phases of trauma care. to enter general surgical fields, and the orthopedic sur- 


In the meantime, the American College of Surgeons geon’s claim to fractures is still resisted. The inclusion 
can best serve these injured patients by making every of hand surgery in orthopedic training is often resisted 
effort to advance the teaching of trauma care to medical by the plastic surgeon as well as the general surgeon. 
students, to residents, and to every surgeon regardless The neuro-surgeon feels that the orthopedist should not 


of his specialty. 


attempt to repair nerves or operate upon intervertebral 

Instruction in trauma problems deserves much greater discs. The vascular surgeon believes the orthopedist to be 

consideration than it is now given in medical schools and out of his field if he performs vascular grafts when treat- 

in postgraduate training programs. Several years ago the ing other injuries to a limb. What a troubled state for the 
American Board of Surgery considered establishing a poor patient with many injuries! 

@ separate qualification for general surgeons interested in A development in trauma care which may solve the 
mee ttauma. However, the orthopedic surgeons and other problem in many areas is the establishment of specialized 
fm pe Specialists opposed the idea of having a specialty in trau- accident hospitals, in which experienced surgeons can 

ma on the grounds that the so-called trauma specialist treat every kind of trauma. Such hospitals have been op- 

would have an unfair advantage in treating cases outside erating successfully in Austria and Hungary for many 


his specialty. Furthermore, it has been argued frequently years, and are now in operation in some communities in 


I. $. Ravdin, M.D., vice-president for medical affairs, 
University of Pennsylvania School of Medicine, 
Philadelphia, and outgoing ACS president, pre- 
sided at opening session of congress. Shown with 
him are panelists who participated in the discussion 
of “Management of Late Peritoneal Sepsis.” L. to 
ta John M. Kinney, M.D., Peter Bent Brigham Hospi- 
tal, Boston; Champ Lyons, M.D., professor of sur- 
gery, Medical College of Alabama, Birmingham; Dr. 
Ravdin; John H. Mulholland, M.D., professor of sur- 
gery, New York University School of Medicine, and 
director of surgery, third surgical division, Bellevue 
Medical Center, New York City; and Francis D. 
Moore, M.D., professor of surgery, Harvard Medi- 
cal School, and surgeon-in-chief, Peter Bent, Brig- 
ham Hospital, Boston. 
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England. Some communities have set up regional medical 
trauma centers in this country, but they are still few in 
number. In communities in which the population is con- 
centrated, establishment of such centers is a worthy ex- 
periment. 

One controversy that will inevitably arise in organizing 
these centers is the problem of training the surgeons to 
staff such a facility. The general surgeon or the ortho- 
pedic surgeon would seem to have the necessary qual- 
ifications and interest to develop such a plan. The gen- 
eral surgeon has the best opportunity, since he has the 
basic training to develop proficiency in the treatment of 
all trauma. He would necessarily have to enlarge this 
horizon in neuro-surgery and perhaps in other fields, 
and would need considerable training in the treatment 
of bones and joints. 

However, since the general surgeon is deeply involved 
in so many new developments in other fields, he may not 
take up this opportunity. The orthopedic surgeon then 
has a remarkable opportunity to become the trauma spe- 
cialist of the future. 


Emergency Room Problems in Trauma 


Lists Criteria for Adequate 
Transportation of Injured 


Oscar P. Hampton, Jr., M.D., St. Louis: 

The purpose of emergency care is to save life and 
limb and minimize disability. Criteria for adequate 
transport of injured in any community include: 

(1) There must be proper vehicles—not only am- 
bulances, but other dual-purpose cars such as patrol- 
car station wagons that will accept a stretcher, litter 
or cot. 

(2) Every casualty-carrying vehicle must send two 
men to the scene of an accident to provide adequate 
care and to transport the patient properly—or there 
is a deficiency in medical care. A properly-trained 
law-enforcement officer can serve as one man at the 
scene. 

(3) There must be adequate equipment for emer- 
gencies (a list appears in the Bulletin of the ACS 
for Spring, 1961). 

(4) Personnel who handle casualties must be trained 
according to the advanced course of the American 
Red Cross. 

(5) Effective emergency medical care must be ren- 
dered at the scene of the accident. Surgeons and other 
physicians of a community and the superiors of am- 
bulance personnel must see that effective care is given. 
Subprofessional personnel should be familiar with the 
technics of mouth-to-mouth resuscitation. The question 
of external cardiac massage has not been considered 
by the ACS trauma committee, but some members be- 
lieve there is a need for instruction in the technic. 

Emergency care includes restoration of an airway, 
control of hemorrhage, dressing of wounds, splinting 
of fractures and treatment of shock. People die from 
asphyxia, hemorrhage, and brain damage, and these 
are life-saving procedures. All should be done at the 
scene of the accident, en route to the hospital, or in 
the hospital. One simple procedure to avoid asphyxia 
is application of an occlusive dressing over a sucking 
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wound of the chest; another is turning an unconscioy 
person face down. 

There is some indecision about how much to teag¢ 
about emergency splinting of fractures, but agreemey 
is general that fractures should be splinted where they 
are found. A sling and swathe are best for a fracture 
humeral shaft, and these patients travel best in ; 
sitting position. A pillow splint is used when both bone 
of a leg are broken; a padded coaptation splint , 
used for legs; a fracture of the femoral shaft is splin. 
tered with a board that runs up to the axilla. 

(6) Transportation must be safe and sane. Surgeon 
should preach safe transportation in their communi. 
ties, and there should be legislation requiring thy 
vehicles conform to traffic regulations. An all-too-fs. 
miliar story tells of two ambulances which were cary. 
ing to the hospital, by different routes, four ladig 
who had sustained minor injuries in an automobile 
accident. The ambulances collided at an_ intersection 
after violating a highway traffic sign—and delivered 
a dead casualty. 

The Limbach stretcher, which can go from ambulance 
to the litter carriage in the hospital and can be placed 
directly on the operating table, minimizes movement 
of the patient. 

The community hospital and the medical profession 
are obliged to contribute to the improvement of emer- 
gency care. 


Accessibility, Flexibility, Availability 
Of Services Important in Planning 


Ernest C. Shortliffe, M.D., executive director, Pres- 
byterian-University Hospital, Pittsburgh: 
Emergency rooms are problem areas because loads 
are being forced on them. Facilities are so inadequate 
that quality of care is compromised. Emergency rooms 
were considered inadequate in 50 percent of hospitals 
surveyed; 63 percent had already started remodeling 
Expanding function and patient load should guide 
planning. An early policy decision is needed to de- 
termine function. Arbitrary decision is not possible 
function must be examined. Someone must actually 
analyze what the emergency room is doing and what 
the trend shows it will be doing in the future. 
In planning, the department must be located easily 


accessible to the public, and must be marked by f 


day and night with access unobstructed and sufficient 
for two casualty-carrying vehicles at one time. The 
entry must be protected from wind and rain. Long 
horizontal transportation for treatment should be avoid- 
ed. Some consideration must be given to the avail 
ability of other services, such as x-ray and laboratories. 
The most common complaint in the departments ané 
lyzed was the amount of time consumed betwee! 
initial examination, x-ray examination, and subsequetl 
treatment. Basic facilities should be kept close t 
gether for effective coordination. 

Suggestions for size, shape, and footage are not prat 
tical, because every hospital must consider its emer 
gency room from the point of view of maximum wus 
and provide maximum space for expansion. 

In the receiving area, the patient has to be sep 
arated from surplus relatives. Solid partitions giv 
maximum privacy, but maximum flexibility should 
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be kept in mind. Every room should be adapted for 
every emergency situation, so that moving and delay 
are kept to an irreducible minimum. Some compro- 
mise in space planning is necessary for fracture treat- 
ment and for certain specific therapies, but instrumen- 
tation in all rooms should be as simple as possible. 

Utility rooms are set up for minimal operation, the 
central service facilities being used as much as pos- 
sible. Laboratories may vary in size but should be 
adequate for minor procedures. Patients’ effects are 
well cared for in luggage-type storage space. Toilet 
space is imperative, not only for patients but also 
for relatives. 

The question of doing emergency surgery in the emer- 
gency room arises repeatedly. The real crux of the prob- 
lem is general anesthesia. There is no such thing as a 
minor anesthesia, and all anesthesia is best provided in 
the operating room with proper equipment and person- 
nel. If it is agreed that emergency surgery will be done 
in the emergency room, a separate area must be pro- 
vided with equipment that meets the specifications for 
any operating room in the hospital and with all safety 
precautions observed. 


Efficient Organization of Department 
Dependent on Good Committee Action 


Frank P. Patterson, M.D., Vancouver, B.C., Canada: 
Complaints about emergency-room service are many. 
The patient complains of delay in seeing a physician 
after being rushed to the hospital in an ambulance; he 
complains of the attitude of personnel which imparts a 
strong feeling that there is no genuine interest in the 
patient. The hospital complains that the physician is not 
on hand when needed. The physician complains about 
disorganized setups, in which no one knows the where- 
abouts of supplies and equipment. 

Organization in the emergency room is dependent on 
good committee action. The committee should have rep- 
resentatives from medicine, nursing and administration, 
and the chairman, generally speaking, should be a doc- 
tor who sees the problems daily—someone who is en- 
thusiastic and not necessarily the chief of a service. He 
may be a full-time medical man or a part-time staff 
member with responsibility for delegating duties in the 
emergency room. The medical director should be re- 
sponsible for indoctrinating new personnel and accept- 
ing complaints, and for the quality of nursing care in 
the department. 

Personnel in the department should include clerks to 
free nurses for patient care; a doorman or porter to 
route traffic; an orderly trained in emergency-room 
work; male nurses trained to handle alcoholics and oth- 
er difficult patients, and social-service representatives 
to dispose of patients who arrive but do not need hospi- 
talization. 

An absolute necessity is an enthusiastic charge nurse 
(on every shift) who instructs her own staff, is quick- 
thinking and has good judgment. In a small hospital, the 
charge nurse is the most important person when there is 
no intern or resident on the hospital grounds. Residents, 
interns, and student nurses should be rotated through 
the emergency room. 

Adequate coverage is vital. In some hospitals, all phy- 
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Engrossed in conversation were (I. to r.): J. Garrott Allen, M.D., Stan- 
ford University School of Medicine, Palo Alto, Calif.; Capt. Robert B. 
Brown, U.S. Naval Hospital, Bethesdc, Md.; and Henry Swan, M.D., 
pofessor of surgery, University of Colorado School of Medicine, Denver. 


sicians take call; in others, voluntary groups assure that 
someone is always available. In some hospitals, a physi- 
cian paid by the hospital guarantees emergency-room 
coverage and then hires resident personnel for specific 
times. 

While pertinent information is needed for the record, 
the patient in need of immediate care is not able to 
answer a long list of questions about family, finances, 
and other subjects. Care should be given first and the 
records completed second. 

The patient needs to know what is being done. The 
seriously injured patient usually gets superior care and 
attention, while the patient with the apparently minor 
complaint, who may actually have a more serious prob- 
lem, is relegated to lesser services. 

A question which arises frequently is what to do with 
the patient with a minor problem who has a family 
physician and who presents himself at the emergency 
room. In any event, the patient should receive atten- 
tion or treatment before being sent away. It may be 
possible to examine him, call the private physician, and 
send the patient to him for treatment. Patients do not 
return to the emergency room for follow-up, because 
the facilities which are badly needed for treatment of 
emergencies become cluttered. 

A comprehensive accident service should be developed 
between hospitals, with good communication between 
units to direct casualties in case of a big accident or 
disaster. 


Warns of Precautions Needed 
To Assure Good Emergency Care 


Robert H. Kennedy, M.D., New York City: 
General anesthesia should not be allowed in the emer- 
gency room unless facilities are explosion-proof and per- 
sonnel are as well trained as any in the anesthesia de- 
partment in the operating room. The patient must be 
examined as carefully as if he were an inpatient. There 
must be recovery facilities. Tendon repairs on a working 
man’s hand should be done in the operating room, and 
open reduction of fractures should certainly be done 
under the most nearly perfect aseptic conditions possible. 
Tracheostomies are frequently required. Because they 
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may have to be done in the emergency room, equip- 
ment must be sterile and readily available, not kept in a 
remote locked closet. The attending staff should be fam- 
iliar with the technics of performing tracheostomy. 

If a simple laceration is to be sutured, it should be 
done with the very best technics possible. It is inexcus- 
able for the surgeon to deny the patient the protection 
afforded by his wearing a mask over his nose and mouth 
and a surgical gown. 

The Joint Commission on Accreditation of Hospitals 
has agreed not to examine emergency rooms until the 
AGS trauma committee submits proper questions. 


Staph Carriers Common Among Personnel, 
But Infrequent Cause of Infection 


David D. B. Woo, M.B., Thomas F. Silva, Jr., M.D., Alice 
T. Marston, Ph. D., and Chester W. Howe, M.D., depart- 
ment of surgery, Massachusetts Memorial Hospitals, 
and the departments of surgery and microbiology, Bos- 
ton University School of Medicine: - 
In an effort to determine the relationship of operating- 
room carriers of Staphylecoccus aureus to the incidence 
of wound infections, bacteriophage typing was carried 
out on all coagulase-positive strains of Staphylococcus 
aureus from nasal cultures on patients and on all per- 
sons entering the operating room during 213 clean op- 
erations. 

During 139 operations (65 percent) one or more sta- 
phylococcal carriers were present, but none of the pa- 
tients developed infections. In one of these operations, 
nine of 13 persons in the room were carriers. In 63 op- 
erations (30 percent) there were no carriers and no in- 
fections. 

Infections developed after 11 operations (five per- 
cent). During 10 of these, carriers (patient, personnel, 
or both) were present. Of the two infections that could 
be related to carriers, one was caused by a strain also 
carried by two surgeons, and the other by a strain also 
carried by the patient. 

Phage typing of concurrent cultures of the air, floor, 
and wash water during operation, and in some instances 
of gloves and the patient’s blood, failed to reveal a po- 
tential source other than people for any of the infec- 
tions. 


Carriers of Staph. awreus among operating-room per- 


Robert M. Zollinger, M.D., professor of sy. 
gery, Ohio State University College of Medi. 
cine, Columbus, who was installed as ACS 
president at close of congress, presides gj 
symposium on graduate training in surgery, 
Seated (I. to r.) are speakers at session: Frank 
Glenn, M.D., New York City; J. Murray Beards. 
ley, M.D., Providence, R.I., H. William Scott, 
Jr., Md., Nashville, Tenn.; and Charles 0. 
Branch, M.D., Peoria, Ill. 


sonnel are frequent, but the development of wound in- 
fection caused by carrier strains is infrequent, we have 
concluded on the basis of our findings. Exposure to a 
source is but one determinant of infection. The more 
important factors probably lie in the host and in the 
virulence of the organism. 


Processed Calf Bone Gives Good 
Results in Animal Experiments 


C. Andrew Bassett, M.D., and Daniel K. Creighton, Jr. 
orthopaedic research laboratories, department of ortho- 
paedic surgery, Columbia University College of Physi- 
cians and Surgeons, New York City: 

Highly encouraging results have been obtained in ex- 
periments using processed calf bone in transplants into 
dogs. 

Gross, radiographic, microradiographic, and histologic 
examinations showed that heterografts, although 05 
em. longer than autografts, were initially accepted by 
the host as well as autografts and subsequently were 
remodeled more rapidly. Although the more rapid re- 
modeling of the heterograft is inexplicable, two possible 
explanations seem worthy of consideration: 

(1) The marrow vascular space is larger in rapidly 
growing calf bone, and (2) fat had been removed from 
the heterografts and not from the autografts. It is con- 
ceivable that altered fats in the autografts might retard 
either cellular invasion or osteogenesis, or both. 

This study indicates that the technics used to lower 
antigenicity of calf bone did not adversely affect its bio- 
mechanical properties. Although the cellular response 
to both types of bone was almost identical at 30 days, a 
comparison between fresh and processed heterografts is 
necessary before the effect of this technic on the “homo- 
graft inflammatory response” can be determined. 

These data justify clinical evaluation of preserved 
calf bone as a substitute for preserved homogenous 
(bank) bone in selected cases. 


Early Sympathectomy in Frostbite 
Promotes Healing, Averts Amputation 
Peter De Jong, M.D., Michael R. Golding, M.D., Philip 


N. Sawyer, M.D., and Sigmund A. Wesolowski, MD. 
from the vascular surgical services, department of sul- 
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gery, State University of New York Downstate Medical 
Center, and Kings County Hospital, Brooklyn, N. Y.: 
Regional sympathectomy within 10 days after frost- 
bite injury decreases local edema and promotes heal- 
ing, we have concluded on the basis of results with this 
therapy in 27 cases. Amputation, even at the local level, 
was avoided, with most satisfactory results in maximum 
conservation of tissue. 

In addition to sympathectomy, all patients were man- 
aged according to a uniform regimen from the moment 
of admission. This consisted of general supportive ther- 
apy with strict bed rest, a high-protein diet, antibiotic 
therapy, and administration of tetanus antitoxin. In the 
acute phase of injury, the affected limb was elevated 
and protected by a cradle. Early drainage of bullae and 
surgical debridement were performed. Vigorous physio- 
therapy was instituted soon after admission. 

Skin grafts were not necessary, even in the most se- 
verely frostbitten hands or feet. 


Operation Reducing Oxygen Saturation 
Aids Patients with Coronary Disease 


Aydin M. Bilgutay, M.D., Luis H. Sanchez, M.D., David 
L. Siegal, M.D., and C. Walton Lillehei, M.D., depart- 
ment of surgery, University of Minnesota Medical 
School, Minneapolis: 
A new operation for coronary artery disease, based upon 
the physiological effects of hypoxia induced by pulmo- 
nary artery-left atrium shunts, has been used in seven 
patients incapacitated by angina due to severe coronary 
disease. 

Of the seven (operated upon since 1958), some were 
taking up to 50 nitroglycerine tablets a day, and others 


An instrument for on-the-spot determination of blood volume was 
featured in scientific exhibit prepared by Ward D. O'Sullivan, M.D., 
Jules Rominger, M.D., and Richard H. Flandreau, M.D., Misericordia 
Hospital, Philadelphia. With mechanism, Known as Volemetron, it is 
said that a complete determination on a patient can be made in 
Spproximtely 15 minutes, to an accuracy of better than five percent, 
even after consecutive determinations. A reference sample of blood is 
withdrawn, and a small t of radioactive material is measured 
by the machine's computer and injected into the blood stream. After 
yd short mixing time, a second sample of blood is withdrawn. The 
difference in radioactivity of the two blood ples is ed and 
compared with the injected dose. Transistorized computer indicates the 
fuid volume directly on the front-panel meter. Horace M. Rosteing, 
MD., Misericordia Hospital, is shown at exhibit. 
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Satisfactory results with use of a new surgical adhesive tape instead 
of sutures to close incisions were reported in a scientific exhibit pre- 
sented by Bernard J. Pisani, M.D., Theodore Golden, M.D., Seymour 
Nassberg, M.D., and Lovis M. Rousselot, M.D., from St. Vincent's Hos- 
pital, New York City. More than 2,000 incisions—including a wide 
variety of skin incisions in every anatomic location—have been closed 
with this tape since the investigators began to use it in March, 1959. 
Foreign-body abscesses, suture abscesses, and unsightly ‘‘cross-hatch" 
scarring have been conspicuously absent. Here Jules Rivkind, M.D., 
St. Vincent's, discusses results with Robert F. Moseley, M.D., Kingston 
and Benedictine Hospitals, Kingston, N.Y. 


could not take more than three to four steps before sur- 
gery. 

Five of the group have had complete pain relief, and 
three of these patients returned to their previous work. 
One patient had a cerebral hemorrhage at the time of 
surgery and died three days later; the other died of a 
heart attack six months after surgery. 

We believe that increased collaterals, vasodilatation, 
and increased rate of coronary flow account for the 
beneficial effects of oxygen desaturation produced by 
these PA-LA shunts. 


Serotonin Increase During Surgery May 
Cause Side-Effects in Sensitive Patients 


Hrant H. Stone, M.D., Susumu Horiguchi, M.D., Celeste 
C. Donnelly, M.D., and Paul Nemir, Jr., M.D., from the 
Henry L. Bockus Research Laboratory and the depart- 
ments of anesthesia and surgery, University of Pennsyl- 
vania Hospital and the Graduate School of Medicine, 
Philadelphia: 

The combination of anesthesia and surgery causes a 
predictable increase in plasma serotonin, which may 
be great and may cause serious side-effects in the sero- 
tonin-sensitive person. 

In the majority of persons, elevation in the level of 
plasma serotonin produces little if any change, even 
when deliberately induced by intravenous administra- 
tion of the drug. However, in a few patients, such as 
those with certain collagen diseases (scleroderma, rheu- 
matoid arthritis, and periarteritis nodosa, for example), 
the administration of even exceedingly small amounts 
of serotonin intravenously may produce an exaggerated 
response of alarming proportions. 

Sudden unexplained bouts of hypotension, obvious 
elevations in central venous pressure, increased oozing 
in the operative field, and increased airway resistance 
are a few of the changes frequently encountered during 
surgery which could be the result of the stimulatory 
activity of serotonin upon the pulmonary vascular and 
bronchial musculature. 
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American Dietetic Association 


Frozen Products, Convenience Foods, 


istance was no deterrent to 4,500 members of the 

American Dietetic Association who traveled from 
Arabia, Japan, and all 50 states of the union to attend 
the 44th annual ADA meeting at St. Louis, Mo., Oct. 
24-27. Those attending heard a wide range of dietary 
discussions and watched the installation of officers (see 
picture) and the presentation of awards and scholar- 
ships (the highest honor in the field of dietetics—the 
Marjorie Hulsizer Copher Award—for 1961 was pre- 
sented to Mary W. Northrop, who recently retired as 
chief dietitian and executive housekeeper, King 
County Hospital System, Seattle, Wash., for contribu- 
tions to the profession in food-service administration. 


Sanitary Aspects of 
Precooked Frozen Foods 


Donald K. Tressler, Ph.D., president, Avi Publishing 
Co., Westport, Conn.: 


Since frozen vegetables were first packaged in 1929, 
bacteriologists have been concerned with the possibility 
of food poisoning because of improper handling of 
frozen foods. It was concluded that the danger was 
not great because (1) the odors given off when frozen 
vegetables spoil warn the user, and (2) the food- 
poisoning micro-organisms do not grow below 40° F. 

However, precooked products such as creamed chick- 
en have caused bacteriologists to reconsider possible 
dangers from careless handling of these and other 
non-acid foods which spoil quickly at room temperature. 
It is generally assumed that if precooked foods are 
always held at 15° F. or below prior to actual use there 
could be no possible danger since micro-organisms do 
not grow at this low temperature. Consequently, much 
work has been done to devise an inexpensive, reliable 
defrosting indicator. 

A thawing indicator consisting of a small plastic 
tube containing a plug of ice is used by the Quarter- 
master Corps, U. S. Army, in each shipping case of 
precooked frozen meals. Certain changes in appearance 
or shape of the ice plug indicate undue exposure to 
thawing temperatures. 


A recent survey by the U. S. Food and Drug Admin- 
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Quality Control Occupy Diet Experts 


istration has revealed that some _ precooked frozen 
foods now on the market are not as low in bacteria 
as desired. In June, the Association of Food and Drug 
Officials unanimously passed a code to “govern” the 
packing, transportation, and handling of frozen foods. 
Bacteriological levels were not specified inasmuch as 
they are “still under investigation and have not been 
established.” 

Intensive controversy has arisen regarding the de- 
sirability of promulgating such a code as a requirement 
under law. Regardless of the final outcome, however, 
there will be a notable improvement in conditions un- 
der which frozen precooked foods are prepared, pack- 
aged, and transported. 


The Convenience 
Food Potential 


Lendal H. Kotschevar, Ph.D., professor, school of hotel, 
restaurant, and institutional management, Michigan 
State University, East Lansing: 


Complacency should be far less in the food-service 
industry than in others; here the need for change is 
more evident. As an industry it is plagued by the low 
productivity of workers. Studies show only 45 percent 
of food-service workers’ time is productive; 55 percent 
is waste or rest. While the national average is $l 
worth of goods produced for every dollar paid in 
wages, food-service workers produce $3.30. Many pro- 
duction methods in food-service date back further 
than 1920. 

The greatest potential for change is in the new con- 
venience foods. If mass-produced foods having equal 
or better quality and equal or lower cost than present 
foods could be served in institutional outlets, the bene- 
fits of mass production, standardization, and specializa- 
tion might no longer be denied the food services. 

For instance, recent tests at Michigan State Univer- 
sity indicate that in general there is no significant 
difference between the acceptability of boil-in-the-bag 
foods versus conventionally-prepared foods. Furthel- 
more, the time required to produce the ten conven- 
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ional foods tested was 11 hours and 30 minutes, com- 
sared to 14 minutes for the ten boil-in-the-bag foods. 
since labor and equipment costs are included in the 
price of these new foods, operational savings should 
equal or better these costs now. 


| Product Standardization 


for Quality and Profit Control 


Grace A. Miller, Ph.D., associate professor, institution 
administration and research, College of Home Econom- 
ics, Michigan State University, East Lansing; and 
Margarite Burgoin Goodenow, administrative dietitian, 
University of Michigan Hospital, Ann Arbor: 

Although no one simple master plan can be effectively 
applied to every food-service operation to magically 


' control all the elements and conditions of food cost, 


seven fundamental considerations—if chronologically 
developed—can serve as general guides in the initial 
planning and development of a sound food quality and 
profit control program. 

These guides are: (1) establishing the recognition of 
need and responsibility for and values to be gained 
through a production-control program; (2) developing 
plans for the program; (3) surveying the adequacy 
of the available physical facilities; (4) selecting and 
scheduling specific menu items for standardization; (5) 
formulating procedures for testing and developing se- 
lected recipes; (6) systematically calculating and stand- 
ardizing recipe yield; (7) constructing the written 
recipe. 

Starting with this list, the dietary department of the 
University of Michigan Hospital has embarked on a 
full program aimed at the combined objectives of im- 
proving food quality, increasing labor-force efficiency, 
and tightening food-cost control. 


Nutrition Program 
ina University Nursing School 


Marjorie E. Newton, assistant professor of nutrition, 
University of California School of Nursing, San Fran- 
cisco: 
In September 1959 a new and significantly different 
curriculum was instituted in San Francisco’s University 
of California School of Nursing. As part of the curricu- 
lum change, nutrition and diet therapy are no longer 
given within the course structure. Instead the content 
is spaced throughout the three-year nursing program. 
This change is consistent with the faculty’s philosophy 
that nutrition is an integral part of all health care. 
In some instances specific content is given directly 
by the nutritionist: in others, it is given by other 
faculty members. The significant facet of this program 
is the use of the nutritionist as a consultant or re- 
source person. 
Evaluation of Yoadent progress in nutrition is meas- 
ured as part of over-all course content. Questions on 
nutrition appear in examinations on virtually all nurs- 
ing courses. It is still almost a year before the program 
Will produce its first graduate, but tests administered 
to two classes of students demonstrate a high degree 
of ability in nutrition. Students have also given evi- 
dence in their performance that nutrition has become 
an integral part of their nursing care. 
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New president of ADA is Adelia M. Beeuwkes (I.), professor of 
public health nutrition, University of Michigan School of Public Health, 
Ann Arbor. Edith A. Jones, chief, nutrition department, Clinical Cen- 
ter, National Institutes of Health, Bethesda, Md., was named president- 
elect. 


Evaluation of Selective-Menu 
Use in the Hospital 


Margaret A. Ohlson, Ph.D., director, department of 
nutrition, State University of Iowa Hospitals, and pro- 
fessor, College of Medicine, State University of Iowa, 
Iowa City; and Joyce Ann Foss, chief administrative 
dietitian, West Virginia University Hospitals, Morgan- 
town: 

Forty-four to 81 percent of patients from a small hos- 
pital who were offered a selective menu chose to use 
it. Others accepted the general diet. No difference in 
nutrient intake was observed between the two groups 
and a questionnaire indicated that the general menu 
was well adapted to the tastes of the community. 

The selective menu did offer a greater amount of 
personalized attention from the dietary department 
staff. In an area serving more acutely-ill patients and 
patients with a shorter hospital stay, a visiting dietitian 
who provided this attention eliminated the demand 
for the use of a selective menu. 

The primary purpose, then, that a selective menu 
serves is an increased personal attention to the patient. 
In many situations this attention can be provided by 
other means with equally effective results. 


Unmeasured Diet in Treating 
Juvenile Diabetes 


Harvey C. Knowles, Jr., M.D., professor of medicine, 
University of Cincinnati, Ohio: 
Observations of the chemical control, growth, develop- 
ment, and course of juvenile diabetes in 108 patients 
with onset at age 16 or before, who were treated with 
insulin and unmeasured diet, revealed remarkable reg- 
ularity of composition and timing despite self-selection 
of foods. The proportion of carbohydrate to protein to 
fat approached that commonly prescribed in diabetic 
diets. Fat ingested was predominantly saturated. Chemi- 
cal control was unsatisfactory according to popular 
standards in that hyperglycemia and hyperlipemia pre- 
vailed. 

The mean age of patients observed was 25 years 
(15-52) and the mean duration of known diabetes 15 
years (1-40). In those with onset before puberty, stature 
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was below control levels, while onset during puberty 
did not affect growth. Weight was less than the controls 
in men but not in women. Educational, vocational, and 
marriage attainments were commensurate with environ- 
ment. 

It would appear that the natural course of these 
patients differed little from those receiving prescribed 
diets. However, further study is still needed. 


Experiences of 50 Diabetics 
With Oral Hypoglycemic Agents 


Robert E. Bolinger, M.D., asscciate professor of medi- 
cine, Kansas University School of Medicine, Kansas 
City: 

In experiences with management of 50 diabetic patients 
with oral hypoglycemic agents a good response was 
obtained in about half the patients treated with the 
sulfonylureas and failure occurred in about one-fifth 
the cases tried. The incidence of successes increased after 
age 45 and in patients taking less than 20 units of 
insulin. DBI had an advantage over the sulfonylureas 
in being effective in combination with insulin in young, 
“brittle” diabetics. Reactions to be guarded against 
with the sulfonylurea drugs are hypoglycemia and 
ketosis in refractory patients. 


Stouffer Offers ADA-Approved 
Food-Internship Program 


Elizabeth Perry, director, hospital division, Stouffer’s 
Management Food Service, Cleveland, O.: 

The basic function of Stouffer’s hospital division is to 
provide management of the dietary service. The divi- 
sion is designed to maintain the basic standards needed 
for hospital accreditation by the AMA and the AHA. 
Recently Stouffer became the first restaurant company 
to be approved by the American Dietetic Association to 
offer an internship program, with emphasis on food 
administration. As part of this program the interns have 
a three-month affiliation with Presbyterian University 
Hospital, Pittsburgh. 


Mary Watson Northrop, recently retired director of the department 
of dietetics for the King County Hospital system, Seattle, received 
the 1961 Marjorie Hulsizer Copher award, in honor of her outstanding 
contribution in the area of hospital food-service administration and for 
her untiring efforts in guiding and ¢ interns. The 
presentation was made by Frank R. Bradley, M.D., director of Barnes 
Hospital, St. Louis. The award is made possible through gifts to the 


board of trustees of Barnes Hospital, of which Mrs. Copher was chief 
dietitian for many years. 
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Importance and Interpretation 
of Specifications and Inventories 


Aimee N. Moore, Ph.D., director of nutrition a 
dietetics, Medical Center, University of Missouri, (, 
lumbia: 
Two of the most important aspects of fiscal control » 
purchasing are (1) the development and utilization ¢ 
specifications and (2) the inventory control. 
There are four major advantages to purchasing ay 
receiving goods by specification. First, the very proces 
of setting up specifications forces the purchaser to stu 
each item carefully. Second, specifications form a yalij 
basis for price quotations. Third, a desired food eg 
can be maintained by consistently purchasing a unifom 
product because the variation in yield and number ¢ 
portions per purchase unit will be reduced to the min. 
mum. And fourth, the quality of the finished produe 
can be controlled only if a uniform quality is purchase 
each time. 


Both physical and perpetual inventories are essentid § 


for good control, although there is much controvery 
about whether a perpetual-inventory system is worth 
the time. However, a perpetual inventory provides; 
convenient method of determining when to reorder » 


items can be delivered before out of stock. It also offers 


an easily available record of the amount used of each 
item within any given period; this information is r- 
quired in determining economic lot quantities and r- 
order points. Perpetual inventory also serves as a check 
on storeroom control if the inventory is reconciled with 
the physical inventory at the end of each month 


Food-Service Management 
and the Shared Consultant 


Loyal E. Horton, director of food services, Associated 
Colleges of Illinois, Chicago: 

In the rapidly-changing economy of our country the 
small-business operation is often lost or left by the 
wayside to slowly disintegrate. A possible answer 10 
this problem is being tested by the ConServ program 
of the Associated Colleges of Illinois. 

The core of the problem in the food-service area is 
personnel: highly trained and technically skilled admin- 
istrators for small college food-service programs al 
scarce. ConServ provides assistance to member colleges 
by supplying specialized skills in this area, preventing 
these colleges from having to resort to outside agencies 
for help. 

ConServ areas of responsibility include writing foo 
and equipment specifications, assistance in menu plat- 
ning, analyzing sanitation programs, maintaining cost- 
of-operation records, developing budgets and budge! 
projections, and advising methods of work simplification 
and operation procedures. 

ConServ is in direct competition with commercial 
catering firms. With ConServ, however, each college 
maintains full control of its food-service program. No 
outside controlling factors interfere; there are no high 
hidden-management costs. The program is not a one 
shot deal. Teaching and training are on a continuing 
basis and a constant source of assistance is available 

The concept of the ConServ program could work 
equally well with hospitals. 
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American Heart Association 


n estimated 5,000 physicians, research scientists, 
‘vata and lay leaders turned out for the Ameri- 
can Heart Association’s 37th annual meeting October 
20-22 in Miami Beach, Fla. 

Installed as 1961-62 president for the association was 
J. Scott Butterworth, M.D., associate professor of medi- 
cine, New York University School of Medicine. The 
president-elect is James V. Warren, M.D., professor 
and chairman, department of medicine, Ohio State Uni- 
versity, Columbus. 

Participants at the sessions also saw the presentation 
of the association’s first annual Research Achievement 
Award. Established this year for outstanding research 
in the cardiovascular field, the $1,000 award went to 
Charles H. Rammelkamp, Jr., M.D., professor of medi- 
cine and associate professor of preventive medicine, 
Western Reserve University Medical School, Cleve- 
land, for his work in the prevention and management of 
streptococcal infections, rheumatic fever, and rheumatic 
heart disease. 

Following are selected abstracts from the association’s 
scientific sessions. 


Lowering Blood Pressure Protects 
Hypertensives against Strokes 


Richard E. Lee, M.D., Arthur W. Seligmann, M.D., Mel- 
va A. Clark, M.D., Potricia Rousseau, New York Hos- 
pital-Cornell Medical Center: 
The high blood-pressure patient who responds favor- 
ably to treatment with pressure-lowering drugs ap- 
parently also obtains good protection against strokes. 
Strokes are a possible complication of hypertension 
in some (but by no means all) cases. Drugs to bring 
blood pressure down to normal levels are usually—but 
not always—effective. However, the disease usually 
runs a protracted course and often changes in its symp- 
toms and severity, so it is sometimes difficult to evaluate 
the immediate effectiveness of drug treatment. A study 
was therefore conducted over a seven-year period 
with 138 patients, 112 of whom are now still being 
followed. Of the group, 29 patients either did not take 
the prescribed medication or did not respond to drugs 
they took. But in the remaining 109, treatment was 
successful in lowering blood pressure. And during the 
follow-up period, strokes occurred in 13 of the 29 
patients but in only one of the 109. 
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Heart Experts Discuss Blood Pressure, Effects 
Of Smoking, Electric Shock at Annual Meeting 


The correlation between absence of strokes and sus- 
tained blood-pressure reduction is highly significant 
statistically. 


External Electric Shock Used 
to Overcome Rapid Heart Beat 


Paul M. Zoll, M.D., Arthur J. Linenthal, M.D., M. D. 
Phelps, Jr., M.D., Boston: 

Applying an electrical shock to the outside of the chest 
—a method used since 1956 in emergencies when the 
heart fibrillates and stops pumping blood—has proved 
effective in overcoming tachycardia, a common problem 
in persons with various forms of coronary artery di- 
sease. In five seriously ill patients rapid pulse rates as 
high as 175-240 beats per minute were slowed immedi- 
ately by using a strong external electric shock. Further- 
more, application of the shock proved quite safe even 
though brief general anesthesia had to be administered. 
The procedure is particularly applicable since the drugs 
commonly used in these cases are sometimes ineffective 
even in very large doses and may produce serious side 
effects. 


Experiments in Use 
of Mechanical Heart 


Clarence Dennis, M.D., State University of New York 
Downstate Medical Center, Brooklyn: 


Experiments in the use of a mechanical heart to rest 
the left side of the heart, which delivers blood to all 
parts of the body except the lungs, have been per- 
formed on animals and trial in patients has begun. 

A pump and a meter that regulates blood flow are 
used to bypass the left side and thereby reduce the 
heart’s work load. A tube inserted near the heart’s 
upper-left chamber takes oxygenated blood returning 
from the lungs and leads it directly into the aorta. 

The technic differs from those generally employed 
in open-heart surgery since it does not require the use 
of an oxygenator to refresh the blood; nor does it 
require the surgeon to open the chest and expose the 
heart. The new procedure holds hope for salvaging 
some lives when acute heart failure cannot be over- 
come by other means. 


(Continued on next page) 


35 


-Explanation Offered for 
Cigarette-Heart Disease Link 


Alfred Kershbaum, M.D., Samuel Bellet, M.D., Ray- 
mond F. Caplan, M.D., Leonard J. Feinberg, Philadel- 
phia General Hospital: 

A series of biological events may help account for the 
association of cigarette smoking with a higher death 
rate from heart disease. Key link in the series is an 
increase—which appears to be set off by smoking—in 
the level of certain fats circulating in the blood. 

The cycle is this: nicotine from cigarettes stimulates 
the body’s nervous system and the adrenal glands to 
release hormones that free certain fats stored in the 
body. This, in turn, may possibly set the stage for 
increases in the levels of other body fats, such as 
cholesterol. 

Findings from long-term studies to determine if 
smoking causes a rise in blood cholesterol showed that 
after smoking two cigarettes within ten minutes the 
increases in blood levels of free fatty acids averaged 
65.6 percent in 17 patients recovered from heart at- 
tacks. Increases were still evident in blood samples 
taken as long as 40 minutes after smoking. In contrast, 
the increase in normal individuals and persons ill with 
conditions not related to heart disease were 24.6 percent 


for the normal subjects and 27.2 percent for the non- 
coronaries. 


Higher Risk of Heart Attacks 
in Cigarette Smokers 


Joseph T. Doyle, M.D., Albany (N.Y.) Medical College; 
and Thomas R. Dawber, M.D., Framingham, Mass.: 

In two studies—a long-term, follow-up study of male 
civil servants age 39-55, and a general population sam- 
pling age 30-59—the risks of heart attacks and death 
from coronary heart disease and from all causes were 
found to be more than twice as great for all cigarette 
smokers. And the risks increased to greater than -three- 
fold in the heaviest smokers. 

However, the experiences of pipe or cigar smokers, 
and of those who have given up cigarette smoking, were 
very similar to that of persons who have never smoked. 

Although the two studies are independently conducted 
they are sufficiently similar to allow comparisons in 
different geographic areas. Hence the similarity of re- 
sults lends even greater confidence to the conclusion 
that cigarette smoking is related to the incidence of 
coronary heart disease and death. 


Oxygen Can Cure Mysterious 
Mountain Illness 


Herbert L. Fred, M.D., Hans H. Hecht, M.D., and 
Alexander Schmidt, M.D., Salt Lake City; Talcott Bates, 
M.D., Monterey, Calif.: 

Two normally healthy athletes, used to living at sea 
level, almost literally drowned in their own body fluids 
by hard exercise at high altitudes. After two days of 
skiing at altitudes of up to 11,500 feet, both men became 
intensely ill and had great difficulty in breathing. Their 
symptoms suggested some form of heart disease, or 
pneumonia, or both. Close to death, the men were 
brought down to an altitude of 4,500 feet and hospital- 


ized, after which they recovered on bed rest and oxyge 
therapy. 


Physical exams and x-ray studies showed that th 
lungs of both men were waterlogged, filled with fiyjj 
squeezed out of the blood vessels into the air spaces ¢ 
the lungs. Special studies demonstrated that this wa 
caused by spasm of blood vessels leading from the lung 
to the heart, but that neither heart disease nor lung jp. 
fection was present. The spasm results when individua; 
not accustomed to high altitudes are exposed to such 
environment. 

To deal with this acute pulmonary edema of altitude 
portable oxygen apparatus should be considered essen. & 
tial equipment for all ski lodges, mountaineering hut: 
and high camping areas. 


Results of Unique, Long-Term 
Blood-Pressure Study 


William R. Harlan, M.D., Duke University, Durham 
N. C.: 

In a unique study in which a large number of young 
healthy men were followed into middle life, it was found 
that weight increases, heredity, and body build are more 
important than psychic or emotional stress in the devel- 
opment of high blood pressure. 

Conducted by a team of physicians from the U. § 
Naval School of Aviation Medicine, investigations began 
in 1940 with a group of 1,056 men who had met the 
exacting physical standards of Navy flight training 
Follow-up exams were performed in 1952 and again in 
1958, and a further follow-up is planned for 1962. 

In the most recent evaluation, 96 percent (633) of the 
group’s survivors were examined; only three could not 
be located—an unusually high rate of successful follow- 
up in a long-term study. The average age of the group 
in 1958 was 42 and they represented a successful, upper 
middle-class group. 

At this 18-year mark, the study showed that those 
who gained weight had a significantly greater increase 
in blood pressure than those who kept their weight con- 
stant. The blood-pressure increase was proportional to 
the degree of overweight. : 

Increases in blood pressure were also more prominent 
in individuals with muscular or heavy build than in 
those with a thin body type. This was true apart from 
weight gain, although when weight gain was preset! 
the blood-pressure rises were more significant. 

A family history of high blood pressure or heart d- 
sease was also associated with blood-pressure increases 
(This factor appeared to operate independently of body 
weight.) However, this hereditary influence does not 
appear to produce its effect through a single gene bul 
through a number of genetic factors, some of which cat 
be influenced by environment. 

Stress, on the other hand, did not appear to exert a 
appreciable influence. Men who kept on flying showel 
no difference from non-fliers in respect to developing 
hypertension, nor could other links to occupation be 
demonstrated. In addition, no significant differences 
were found between individuals’ responses in 1940 
a cold pressor test. This test, which measures the con 
traction of blood vessels following a cold stimulus, has 
frequently been equated with response to stressful 
situations. 
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bout 1,000 medical and paramedical personnel asso- 
Aéisied with physical medicine and rehabilitation met 
recently in Cleveland to communicate new technics, 
new concepts, new approaches to the growing specialty 
of physiatry. The 39th annual Congress of Physical 
Medicine and Rehabilitation spotlighted some startling 
developments, and new twists on familiar ideas. 
The shortage of facilities was brought out, too, and 
Harold Neu, M.C., professor of medicine, Creighton 
University Hospital, Omaha, stressed the growing need 
for establishment of speech and hearing centers in 
hospitals. Dr. Neu stated that nearly 6,500,000 Ameri- 
cans suffer some form of speech or hearing disorder 
which limits communication. Two million of these per- 
sons are children. He added, “The presence of speech 
and hearing centers in the nation’s hospitals may pro- 
vide an earlier opportunity to help the person with 
speech and hearing difficulties receive aid.” 

In the realm of speech difficulties, LiChing Yen Chen, 
MD., reported on 64 patients who had undergone laryn- 
gectomy because of cancer damage. Most of these pa- 
tients were taught to speak again and were able to 
resume their former means of livelihood. Dr. Chen 
and two other staff members of the physical medicine 
and rehabilitation service at VA Hospital, Brooklyn, 
explained the new method of making speech sounds 
taught their patients. Instead of forming sound by 
respired air and the vocal cords, air from the esophagus 
and the pseudoglottis was used to make vocal sounds. 

Teaching these patients to speak again was begun 
when their postoperative conditions were sufficiently 
stable. They were told of the difficulties they might 
encounter, similar experiences of other patients, and 
some of the factors involved in learning to speak again. 
Most patients derived reassurance from hearing re- 
cordings of esophageal speakers. 

Almost 75 percent of the patients treated this way 
by Dr. Chen and Harry H. Samberg, M.D., and Bernard 
Felsenstein, M.A., developed at least fair speech. In most 
instances, speech was good. Those who attained 
best performance were able to carry on extended con- 
versations without tiring, speak on the telephone, and 
meet the needs of their work and social situations with 
little difficulty. 

Medical hypnosis is utilized more frequently in physi- 
atry than in most other specialties. Folke Becker, M.D., 
presented a paper on hypnosis with the handicapped 
person. He noted that the disabled person usually can 
be hypnotized more readily than a non-disabled person, 
probably because of the handicapped person’s greater 
desire to find some means of improving his condition. 
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Congress of Physical Medicine, Rehabilitation 


Meeting Spotlights Speech, Hearing Problems, 
Stresses Need for Additional Facilities 


According to Dr. Becker, chief of physical medicine 
and rehabilitation service, VA Center, Dublin, Ga., 
hypnosis can play an important part in over-all thera- 
peutic procedures in conditions such as pain, bleeding, 
excessive salivation, fear and anxiety. Once the patient 
has accepted the idea that he will find it progressively 
easier to relax and concentrate, even elderly patients 
with short attention spans tend to overcome their 
anxiety and are motivated to cooperate with the thera- 
pist. 

Dr. Becker said the British Medical Association has 
recommended that all medical students receive basic 
instruction in medical hypnosis. He added that certain 
effective technics of hypnosis can be taught quickly 
but what must be acquired is the medical insight neces- 
sary to know when and when not to use hypnosis. 

A good part of the work of the physiatrist is the 
alleviation of pain in dislocations, malformations, and 
arthritis and other conditions. Manipulation of the spinal 
column by passive or forced movement, mobilization 
or stretching can often relive the pain of a slipped 
vertebral disc. Dr. Ronald C. Barbor, London, England, 
stated that such manipulation fosters more differences 
of opinion than any other physical treatment. The medi- 
cal profession considers the procedure reputable when 
performed under anesthesia by orthopedic surgeons, 
but questionable when done on the conscious patient, be- 
cause this method of treatment is used by chiropractors 
and osteopaths, Dr. Barbor said. 

He cited published statistics profiling a series of 538 
cases of slipped disc. About half the cases had back 
pain only. Half of these were treated by manipulation, 
and 70 percent were relieved of pain. In the same 
series of cases, the other half of the 538 had leg pain. 
Thirty-one percent of these were treated by manipula- 
tion, and more than half were relieved. In both groups 
the majority were relieved in two treatment sessions. 

An effort to control orthostatic hypotension led to 
experimentation with a pressure suit by Carlos Vallbon, 
M.D., William A. Spencer, M.D., J. W. Dale, and T. O. 
Townsend, Texas Institute for Rehabilitation and Re- 
search, Houtson. 

Heart rate and systolic and diastolic blood pressures 
were measured in the supine position in three patients 
with traumatic paraplegia and six with traumatic quadri- 
plegia. Measurements were again made after the pa- 
tients were fitted with a pressure suit (Armed Forced 
“G” suit), which was inflated to + 30 cms. of water, pro- 
viding uniform pressure on the lower extremities. 
Application of the “G” suit permitted maintenance of 
adequate systolic and diastolic pressures. 


4épy ut, Dr. Thomas explained it to him. I can’t see 
K how he misunderstood.” 

Explaining instructions or ideas—even in detail— 
does not necessarily assure that the person to whom 
they are explained understands them in the same way 
as the explainer. Barriers exist in every interpersonal 
communication which can change the meaning of this 
information much as a light ray changes its direction 
when going through a lens. 

People communicate when they convey or receive 
ideas, orders, instructions, or information. Hospital 
administrators are constantly communicating: with 
the medical staff—with the patients and their families 
—with the board of trustees—with the hospital em- 
ployees—with vendors of equipment and _ supplies— 


with the community. How well or how poorly they 


communicate has a profound effect on how efficiently 
they operate. 

Communication does not end when ideas or infor- 
mation have been conveyed to others. It really only 
starts then. It is not complete until the receiver 
understands what has been conveyed. It is like a 
two-way radio. The message goes from station to sta- 
tion, but it is not complete until one indicates it has 
been received. 

Between the transmitter and the receiver, however, 
there are a number of barriers which may distort 
the reception or jam it completely. 

It is up to us to recognize and overcome the barriers 
which may impede hospital communication. We must 


*Vice-president, Harper Associates, Inc., New York City, personnel 
consultants specializing in selection of executive personnel for 
industry and hospitals. 
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Communicating Effectively in 


By Arthur R. Pell 


first realize that barriers often exist within ourselves. 
We should examine our own communication pattern 
as well as those of the people with whom we are 
communicating. 

Probably the most common barrier is our failure 
to listen. 

One of your staff has been telling you his problem 
for the past 15 minutes. What have you been doing? 
You started by listening attentively—then your mind 
wandered. You got to thinking about the meeting 
you just had with the trustees, or the golf game 
you planned for the weekend, or the memo on your 
desk. You stopped listening and missed the point. 

Why did your mind wander? Psychologists tell us 
we think many times faster than we talk. While a 
speaker talks, the minds of the listeners are racing 
ahead. We subconsciously complete his sentence before 
he does . . . assuming, often incorrectly, that he wil 
say what we expect him to say. In the time that 
elapses between our completion of his sentence and 
his actual oral statement, our minds begin to wander. 
We think of other things because our brain has ab- 
sorbed the idea at hand and is free to digress. 

Our thoughts may be directly concerned with the 
conversation. We may plan our rebuttal or think d 
questions to ask or related ideas we will bring up. 
But too often we think of the golf game or other ul 
related matters. 

In many cases there are emotional overtones in ou 
thoughts. If the speaker is someone we respect and 
admire, we may be thinking, “Isn’t he great” o 
“Doesn’t he speak well?” On the other hand, if the 
speaker is someone we loathe or fear, we may be 
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ridiculing, debunking or just blind-hating him and 
not listening at all. 

While these thoughts, related or unrelated, are flow- 
ing through our brains, the speaker is still talking. 
The sentences he started and we finished in our 
minds have been completed—either as we expected or 
otherwise. He has continued talking, adding new sen- 
tences, introducing new ideas. What has happened 
to us? We have missed the point! Our minds never 
caught up with the speaker. Mental digressions have 
taken us far away from the matter at hand. A barrier 
has blocked our perception of his words. We heard 
them, but they did not register. We were not really 
listening! 

What can we do to overcome this tendency not 
to listen? 

First, we must be aware of the problem. We have 
to know immediately when we quit listening. We 
have to be on the alert all the time. In a conference, 
the speaker’s voice may drone on and on, and our 
minds may not be following. This is the danger 
point. Stop. Listen. 

In a conversation, we hear words but not ideas. 
Stop. Listen. 

In an interview, we’ve lost the question—or the 
answer. Stop. Listen. 

Once we’ve stopped to listen the problem is half 
solved, but we have already missed a good part of 
the conversation by this time. A good listener trains 
himself to anticipate when his mind is apt to wander. 

Here are some basic rules for good listening: 

1. Adjust the conversational climate. A salesman 
arrives at the hospital all set to explain a new piece 
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of equipment we have inquired about. At this moment, 
however, we may be absorbed in other problems. 
The climate is not favorable for listening. If we want 
to learn what this man can teach us, we have to 
adjust the climate. 

If it is physically possible, clear the desk. This will 
remove one source of digression—looking at papers. If 
you cannot clear the desk, turn your chair away from 
the working part of the desk. Place the visitor at one 
side or a bit away from the desk, not across from the 
working area. Look at him and listening will be much 
easier. 

2. Concentrate. You cannot “clear your mind,” ob- 
viously. But you can concentrate on the matter at 
hand. Even if the speaker is dull, you can listen 
with interest if you want to. What we want to hear 
and absorb, we do hear and absorb. 

3. Know your emotional prejudices. If you have a 
prejudice for or against the speaker, the subject or 
the situation, you must recognize it and adjust for 
it. If we condition ourselves to keep our minds free 
from emotion, we can at least enable ourselves to 
listen to what is being said and be better prepared 
to understand, accept or rebut on a logical—not an 
emotional basis. 

4. Don’t anticipate. We do not know what the speaker 
plans to say. What we guess may be all wrong. Wait 
and listen. 

Another barrier to better communication is inade- 
quate vocabulary. This may hinder our own ability 
to understand others, and it may hinder others from 
understanding us. 

Each industry, each profession has its own vocabulary. 
A man outside the hospital field may not know what 
certain medical terms mean. In communicating with 
people with backgrounds different from our own, it 
is important to use language everyone involved is 
most likely to understand. 

A more common problem is that certain words 
may have different connotations to the speaker and 
to the listener. Words often signify different things to 
different people, and may have emotional overtones 
which may distort the originul meaning. Such a com- 
mon word as “efficiency” may frighten one person, 
who can only think of it in terms of a salary cut or 
a tighter budget. It has more positive meanings to 
others. 

Interpretation of words also varies with individuals 
What does “Speed limit 40 MPH” on a highway sign 
mean? To one driver it means “I’m O.K. if I stay 
under 50.” To another it means 40 + 10 percent toler- 
ance. To a trooper who’s in a bad mood, it means 
you get a ticket if you hit 41. When you want to 
communicate, try to be as specific as possible and avoid 
too general or abstract wording. 

Poor presentation is another obstacle to good com- 
munication. Whether the information is written or 
oral, the manner in which you present it may make 
the difference between whether or not it is correctly 
understood. 

Presentation starts with good planning. A poorly 
planned communication will water down even the 
best ideas. 


(Continued on next page) 
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In planning a formal communication such as a report 
to the board, you should outline all your ideas on 


paper first. Be sure all data are listed. Eliminate super- 


fluous material. Satisfy yourself that the remaining 
ideas cover the subject completely. Now you are ready 
to prepare the report. 

If it is to be a formal written report, make your 
points in language which is both clear and concise. 
To assure clarity, each point must be complete. All 
information that is pertinent must be covered. There 
should be no need to interpret or explain. Be concise. 
Don’t use more words than you need to tell your 
story—but use enough to tell all of it. You are not 
writing “undying prose.” 

For oral presentations at conferences, meetings or 
informal discussions, planning is equally important. 
Marshal all your facts beforehand, so that you know 
what you are discussing and are ready to answer 
all questions about it. 

Communications are not limited to written reports 
or controlled conferences, however. Most of our com- 
munications are informal. We exchange ideas and in- 
formation over dinner, in conversations and in casual 
contacts. 

Our problem in informal communications is much 
the same as in formal communications. We need clarity, 
completeness, and conciseness. We must also recognize 
that some people do not realize that a communication 
may be important despite its informality. 

In large organizations the channels of communication 
are clearly and sometimes rigidly established. The 
more “layers” information has to go through to reach 
the final receiver, the more chance there is of distortion. 

You may have played the party-game of whisper- 
ing a story to your neighbor, who in turn whispers it 
to his, and so on around the room. By the time it 
returns to you, it is an entirely different story. In 
communicating ideas orally through channels, similar 
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“This Greek doctor Hippocrates you heard about—he’s no longer 
practicing.” 


distortion often occurs. Written memos may partially 
solve this problem, but not everything can be veducaj 
to writing. 

The most successful communicators have evolved 
ways of testing whether they are “being received’ 
by their listeners and whether they themselves agp 
“receiving” properly. 

This technic is called “feedback.” In automation 
machines have feedback built into them, so that auto. 
matic adjustment will occur if the machine deviates 
from what it is expected to do. (The thermostat jg 
a good example of this.) We must build feedback 
into our communications process. 

We want to make sure the listener understands what 
we mean. If we ask, “Do you understand?” in most 
cases the answer will be “yes.” But this does not 
mean that he does understand what you meant. 

He may be ashamed to say “no” for fear of being 
considered stupid. So he’ll answer “yes” and hope to 
figure out what you mean later. On the other hand, 
he may honestly believe he does understand everything 
you said when he actually comprehends only part 
of it. Or he may think he understands it, but may 
interpret it quite differently from you. 

A better approach is to ask the person you're 
talking to what he thinks you mean. There is a 
danger, of course, that you will appear condescending 
if you ask: “Now you tell me what I just told you” 
You can handle this problem more diplomatically— 
and probably more effectively—by saying something 
like: “So we don’t get confused by all this, maybe 
it would be wise to recap our thoughts. Let’s go over 
it again. Now how do you see this. . .” 

Most of the time neither of you will have to go 
through the whole story again. By asking a few per- 
tinent questions on key points you will be able to 
tell how well they have been understood. This technic 
will also give you a chance to expand on points on 
which your listener is vague. 

Feedback should also be used to check on written 
communications. Many companies schedule confer- 
ences or informal meetings after written reports have 
been submitted, so that interested parties may dis- 
cuss them. This gives the writer a chance to check 
the understanding of his ideas by the readers of 
the report. 

Feedback is not just one-sided. It can and should 
be used to check whether you fully understand what 
is told to you. 

As a_ good listener you should be sure you have 
not missed any important point. After discussing @ 
problem with your boss, your co-workers, your pa- 
tients, or the salesman who calls on you, use the 
above technics to check yourself. Ask pertinent ques- 
tions from time to time. If you have lost part of the 
conversation, a strategically placed question can get 
you back on the track. 

Communication is a key tool of the hospital execu- 
tive. Without the facility to get information from 
others and to convey ideas and material to others, 
his job would bog down completely. Yet barriers 
clear communication exist in every person-to-person 
situation. It is necessary for us to recognize these 
barriers and do our utmost to overcome them. 
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| ‘Mayo in Miniature’... . 


He 


Residents Affectionate Nickname for 


25-Bed Hospital in McHenry, Illinois 


small rural hospital can give complete services com- 
parable to the intensive care unit of a large general 
hospital. 

The proof is five-year-old, 25-bed McHenry (IIl.) 
Hospital which, prior to the opening of its new hospital 
last May, lacked many of the basic, taken-for-granted 
facilities of other hospitals of the same size, but made 
up for it with know-how and “can-do.” 

This is the story of how those qualities added up to 
topnotch service to an extremely high volume of emer- 
gency and other patients for four-and-a-half years, 
despite the lack of adequate space. 

The hospital is staffed almost completely by Board- 
certified specialists. Its 26 physicians and surgeons in- 
clude three general practitioners and 23 specialists 
spanning 16 medical fields. All of them also practice at 
other hospitals within a 50-mile radius. 

The “Mayo in Miniature” comparison was coined by 
one of the hospital’s supporters, Urban V. Comes, M.D., 
who served as president of Belmont Community Hos- 
pital in Chicago until his retirement. He pointed to the 
wide range of complex cases handled at McHenry as un- 
usual for a hospital with just 25 beds. He also called 
attention to the “skilled staff, fine facilities, and especial- 
ly the clinical and pathological laboratories.” 

McHenry Hospital began almost by accident. When 
the McHenry Medical Group built a new clinic five 
years ago, the lack of hospital beds in the area became 
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so acute that members expanded the clinic plans to in- 
clude space for a small hospital. 

Adding the hospital portion to the building cost only 
a fraction of what a separate hospital would have cost. 
The 10-year-old medical group already had modern x- 
ray and clinical laboratory equipment. A few local citi- 
zens contributed part of the money for beds, furniture 
and other materials needed. 

Since then, McHenry Hospital and its auxiliary have 
concentrated on adding new types of equipment instead 
of duplicating those owned by the clinic. The result is 
an excellent variety of modern equipment. 

However, more space and maternity facilities were 
needed in the growing community. Located 50 miles 
northwest of Chicago, McHenry is within the city’s 
suburban commuter area. It is still surrounded by some 
farms, and is a center for winter and summer sports in 

northern Illinois. 

Patients arrive by boat as well as by auto. The hos- 
pital itself is located on the shore of Boone Creek, con- 
nected with the famous Fox River and the [Illinois 
Chain of Lakes. During the summer, waterways some- 
times become as crowded as the highways, and victims 
of beach and boat mishaps as well as automobile acci- 
dents come into the emergency rooms. 

In the past 10 years, the area population has increased 
from 51,000 to 85,000. It is expected to reach more than 
151,000 by 1975. Residents of McHenry village and coun- 
ty account for only 55 percent of the hospital’s patients, 
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Margaret Freund, R.N. (left), and Mary Santilli, R.N., in the 
nurses’ station, which in the old hospital also served as com- 
munications center, with three interphone systems, switchboard 
phone and outside line for night calls. 


Four women have turned out more than 3,500 meals a 
month in this 10x12-foot kitchen, and washed the dishes 


afterwards. Their reward is a modern kitchen suite in the new 
building. 


and 90 percent of the emergencies. The remainder are 
either visitors to the lakes, or residents of communities 
within the rest of a 750-square mile area. . 

During the last quarter of 1960, the hospital’s 25 beds 
had 93.2 percent occupancy. The average daily census 
was 23.3, with patients staying about five days. 

In those three months, 593 operations were performed 
and 454 emergency patients were treated. The tiny but 
efficient kitchen served 9,148 meals. And that was the 
quieter fall season. The peak was summer. Emergency 
room cases rose to a high of 333 for July alone. On a 
single Sunday they cared for 50 such cases. 

How did they do it? They had but one emergency 
room, one cast room, one operating room, one tiny 
O.R. sterilizing room, and several storage closets, all 
operating off the same short hallway. 

The secret lies in the devoted and efficient medical 
and nursing staffs, and the use of disposable instru- 
ments and supplies wherever practical. Any extra cost 
of the latter is far offset by what it costs to find and 
train local residents to do the required work. 

Every function of the hospital is kept under strict 


control at all times by the administrator, the chief y 
the medical staff, and the director of nursing servig 

The nursing director is also responsible for the pha. 
macy supplies and orders; central supply; bulk pw. 
chasing, shipping, receiving and inventory; and replep. 
ishing the current stocks in the hospital’s close, 
and cabinets from a larger storehouse in a nearby build. 
ing. She handles personnel, time and payroll function; 
for her workers. For two years she also did the mei. 
ical records. Even now she fills in on staff vacancies q 
specials when no one else is available. 

Another clue to the hospital’s staff quality is its will. 
ingness to utilize experienced professionals on a par. 
time basis who would not be available full-time. Amon 
these are a lab tissue technician and a registered dieti- 
tian who plans all meals and spends about two days 
week at the hospital. The pathologist also works for ; 
large drug firm nearby, and for Roosevelt Hospital in 
Chicago. 

Other M.D.’s on the staff include two pediatricians 
three internists, two ophthalmologists, and two psy- 
chiatrist-neurologists. They also have one each from 
otolaryngology, orthopedic surgery, urology, gynecology- 
obstetrics, general surgery, chest surgery, anesthesiology, 
radiology, dermatology, plastic surgery, and _neuro- 
surgery. 

There is also a fulltime resident physician who does 
all case histories as well as physicals, dressings, IV 
therapy, various tests and other procedures. 

Also connected with the staff are two D.DS. oral 
surgeons, one Ph.D. clinical psychologist, two full- 
time x-ray technicians (male), five lab technicians, and 
a full-time physical therapist, all registered. 

The director of nurses is assisted by 22 R.N.’s, full- 
or part-time. Among these are three nursing supervis- 
ors, one male R.N. in charge of surgery, one woman 
in charge of the emergency room evenings, three nurse- 
anesthetists, and five surgical nurses. 

Part-time nurses work a full eight-hour shift two or 
three days a week. With the opening of the new hospi- 
tal, the staff is being augmented. 

There are also seven aides, one surgical technician, 
three workers in the hospital’s own laundry, and three 
full-time service and maintenance men. 

The training and variety of this staff explains how such 
a wide range of complex cases can be handled with only 
25 beds. Included at McHenry are arterial, bone and 
skin grafts; chest surgery; cancer chemotherapy; la- 
minectomy; spinal fusion; diaphragmatic hernia; and 
even two mandibalectomies for cancer (one partial and 
one complete). 

The first diaphragmatic hernia operation was pe!- 
formed on an emergency patient and the staff impro- 
vised a water seal drainage. The operation went s0 
well that the hospital bought a thoracic drainage pump 
which is used rather frequently. 

The hospital also can do electro-fluretic patterns, 
thanks to their pathologist and his colleagues outside 
the hospital. 

Cancer radiology is referred to St. Therese Hospital 
in Waukegan, 23 minutes away by ambulance. Most 


brain surgery cases go to St. Joseph’s Hospital in Chi- 
cago. 


Until the new maternity unit opened, OB cases had 
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to go to Woodstock Hospital, about 12 minutes away, 
either before delivery or immediately after emergency 
care. There were five emergency deliveries at McHenry 
in 10 months. 

Since a single highway accident often brought in a 
half-dozen emergency patients, they sometimes had to 
use the PT treatment beds for temporary patient care. 
Regular patient beds can be freed quickly and safely, 
because the hospital has a visiting nurse service. It is 
staffed with two R.N.’s who drive a jeep on their 
rounds. 

Except for emergencies, patients are admitted through 
an appointment book kept at the nurses’ station. The 
book specifies the hour and day of admission, patient’s 
home phone number, doctor’s name and instructions, 
and room number desired. A heavy flow of emergen- 
cies sometimes forces the staff to postpone a patient's 
entry until a later hour, or to the following day. The 
demands of occasional days (usually Saturdays) have 
caused them to discharge as many as 11 of their 25 
patients, and admit 12 new ones. 

Routine care for all patients admitted includes: Chest 
x-ray on microfilm kept at the hospital; blood sugar 
test; blood urea nitrogen; Kahn; urine; C.B.C.; Papa- 
nicolaou mirror test on all women. 

Patients are grouped according to the care they 
need. The three private rooms are used for the most 
seriously ill. There also are five semiprivate rooms and 
two four-bed wards for general patient care. Another 
four-bed unit is for pediatrics. 

There are five washrooms and two bathtubs. All 
patient rooms are equipped for TV hookup. Oxygen is 
piped directly to each bed from a master supply room 
containing a 24-hour supply. Parenteral solutions are 
also stored here. These are replenished daily from a 
larger storehouse in the basement of a nearby building. 

Drugs and other patient care items are kept at the 
nurses’ station and in an adjoining utility room. The 
drugs are stored alphabetically in overhead cabinets 
which contain a two-week supply of items in use. 

Bulk supplies of drugs are stored in a locked phar- 
macy closet around the corner. Narcotics are kept in- 
side in a second locked cabinet. If a patient should re- 
quire a special prescription, it is ordered from the med- 
ical group’s registered pharmacist upstairs or from a 
local druggist. (ED. NOTE: For story on the McHenry 
Hospital Pharmacy, See p. 57.) 

Base cabinets at the nurses’ station contain other 
supplies, including at least one or two trays of sterile 
dressings, instruments and other supplies which may be 
needed for special treatments. Immediately after in- 
struments are cleaned and sterilized, they are reassem- 
bled on trays. A dressing cart is also ready at all times 
for the resident. 

Other items in the nurses’ utility room are two auto- 
claves (oral and rectal), a thermometer shaker to save 
time, one Croupette, two steam vaporizers (cool and 
hot), and patient packs in lieu of hot water bottles. 

There is also a portable light which turns on auto- 
matically if the electric power fails. Each of the hospital’s 
Major units has one of these lights. There is an arrange- 
ment with a local contractor to hook up his portable 
truck generator with the hospital electric system within 
10 minutes of a power failure. 
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Through this door have come as many as 50 emergency pa- 
tients on a single Sunday—although the hospital has only 25 
beds. Ability to handle this kind of case load is attributed to 
the high-calibre staff, use of disposables whenever possible. 


Operating room, where an average of seven operations a 
day are performed, adjoins emergency room. Modern equip- 
ment includes sparkproof electrical switches and connections. 


Unusual for a 25-bed hospital is McHenry’s complete, 
compact physical therapy department for both in- 
patients and outpatients, staffed by a full-time physical 
therapist, with some help from the nurses on duty. 

Three booths contain treatment beds and equip- 
ment, the fourth the PT’s desk and files. Across from 
these are a workroom, shower room, steam room, and 
workroom with sink. A portable electric sitz bath is 
also stored here. 

An open area the full width contains a fourth bed- 
table and treatment equipment, including a leg and 
body whirlpool, Exercycle, arm wheel, cervical collar 
and traction unit, an intermittent positive pressure 
breathing apparatus, diathermy, an ultrasonice wave 
machine, and an inhalator-aspirator-resuscitator. 

Three small rooms open off the rear of the area. One 
is for chest x-rays. The second is for metabolism-EKG, 
with a portable machine. Besides the BMR apparatus, 
there is a radio-isotope scanner for thyroid capsule 
counts. 

The third room is for x-ray reading. Chest x-rays 
on microfilm are also here. The radiologists reports 
are transcribed and typed in triplicate, one copy for the 
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doctor, one for the hospital office, and one for the 
radiology department files. 

Traction equipment is kept in the clean linen room. 
Each if the three areas has a separate linen cart. Before 
the modern laundry was opened in the new building, 
used linen had to be presoaked in a tub in a separate 
room before it was washed in the tiny laundry across 
the hall. 

The hospital intercom center is part of the nurses’ 
station. Two extension phones with hold buttons are 
connected to the central switchboard at the clinic’s 
reception desk upstairs. There is a separate outside 
telephone line for use after the switchboard closes 
at 9 p.m. 

An independent intercom system connects the nurses’ 
desk to every patient’s bedside. A separate interoffice 
phone system connects the desk with the doctors’ 
offices, reception desk and pharmacist upstairs. A third 
set of direct lines connect with surgery. 

The new hospital building does not increase the 
general care patient capacity, even though the rented 
space it has used for the past five years continues to 
be part of the over-all setup. Actually, it reduced the 
beds for general patients from 25 to 22, but added 
eight in the new maternity section for a capzcity of 30. 

The other patient rooms are being converted to rnuch- 
needed office space. Operating, emergency room, x-ray 
and clinical laboratory facilities remain as they were, 
but there is a new pathology lab. (Before the new 
facilities were available, pathology functioned in a con- 
verted kitchen in an adjoining building.) 

Before, central supply was really a misnomer which 
covered a group of six closets, four small storerooms, 
and the basement of a nearby building which formerly 
was a private home. 

Two of the old closets and two storerooms have been 
replaced amply by a 24x32 foot central supply area, 
adding a second sterilizing room here to the one already 
adjoining the O.R. There is also additional space for a 
new central oxygen storage room. Space for linens and 
supplies on current use is provided at each station. 

One of the most noticeable improvements is in the 
food facilities. The former all-purpose room for kitchen, 
diet, food preparation and service, measured about 
10x12 feet. The new area covers a suite of four rooms 
measuring a total of 18x60 feet. 

The three-table dining and conference room moved 
into a new space 18x36 feet with a folding partition 
to close off one-third of the area for conferences. 

The problems of serving meals in the old facilities 


Unusual for a small hospital is the com. 
plete, compact physical therapy depart. 
ment for inpatients and outpatients 
There are four treatment beds ang 
equipment, including a leg and body 
whirlpool, Exercycle, arm wheel, cervical 
collar and traction unit, intermitten 
positive pressure breathing apparatus 
diathermy, ultrasonic wave machine, in. 
halator-aspirator-resuscitator, and port. 
able sitz bath. 


could best be compared with serving dinners on a 
railroad train. Four women, in pairs, managed to pre- 
pare, serve and clean up for an average of 23.3 patients 
daily, with meals and special diets, in addition to an 
average of 871 non-patient noon dinners per month. 

Basic food storage was in another building from 
which daily supplies were brought. All meals are 
planned by the dietitian and all trays are checked for 
every meal by an R.N. on duty at the kitchen. 

After each meal, dishes are washed in a small electric 
dishwasher. Every tray is immediately set up for the 
next meal and stored in a cabinet specially built to 
slide the trays into properly spaced grooves. 

The new kitchen has separate rooms for each distinct 
function. 

The new building is really the first hospital building, 
not an addition, since all space had been rented from 
the McHenry Medical Group. Thus the so-called “new” 
building of 14,000 square feet contains, by necessity, 
the complete plant for a hospital with respect to central 
supply, kitchen and dining, laundry, heating and air 
conditioning. Most of these are designed to remain 
adequate for their eventual 90 beds. 

The new building contains a complete eight-bed ma- 
ternity unit with one delivery room, two labor rooms, 
central nursery, workrooms and suspect room. The hall 
is divided by a sliding partition. Five other semi- 
private rooms are for general patient care. Each group 
of rooms has its own nurses’ station (three) and service 
areas; each patient room its own toilet, wash _ basin 
and bath tub. 

In the second stage of construction planned later, 
another 6,000 feet will be added beyond the central 
sterilizing and supply rooms. It will replace the mater- 
nity section completely, converting the original delivery 
and labor rooms to operating rooms. 

The third planned addition will house the hospital's 
own medical and outpatient clinics on the ground level. 
In the fourth planned stage, a second floor over the 
complete unit will increase the number of beds to %. 

Much of the needed ground already has been at- 
quired. Financing so far is entirely from donated funds, 
in a primarily residential area. 

McHenry Hospital from the very beginning has been 
incorporated not for profit under the state laws of 
Illinois, and has been exempted by the Internal Rev- 
enue Service. It is a member of the American Hospital 
Association, the Illinois Hospital Association, and the 
Blue Cross Plan for Hospital Care. It is also seeking 
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gereditation from the Joint Commission now that the Mental Health Clinic. A course, “From Here to Mater- 


new building has opened. nity,” is being taught by its obstetrician. 

The business staff includes one part-time experienced The hospital operates a poison control center in its 
medical records librarian, a full-time medical records emergency room and acts as a referral center from 
technician who also handles insurance, a medical sec- nearby areas. They also work very closely with schools 
retary-statistician, and three others, all full-time. This and summer camps. Active, detailed civil defense and 
staff is also being increased. disaster plans also have been made in cooperation with 

McHenry Hospital leads the community and the local and Chicago area officials and nearby Great Lakes 
county in such ways as helping to start a separate Naval Training Station. 


Cards Help Prepare 
Patients for 
Tests, Surgery 


A series of simply-written informative cards are mak- 
ing things easier for both patients and nurses at 
New Orleans’ Southern Baptist Hospital. Designed to 
alleviate that frustrated feeling many patients have as 
they await tests, each patient is given a “patient infor- 
mation card” before preparation starts for the test he is 
to undergo. The card states—informally and in a friend- 
ly manner—the kind of test to be administered and 
enumerates the patient’s part in the routine. 

The cards cover a wide range of commonly performed 
diagnostic procedures of the pathology and x-ray de- 
partments, including kidney-function test, basal metabo- 
lism, glucose tolerance, as well as preparation for 
surgery and others. Each card is individually addressed 
to the patient by name and is shown as having come 
from “your doctor.” 

As an example of how the cards work, the patient 
who is to receive an electroencephalogram will be given 
the EEG card, which contains the following message: 

“You are scheduled for a brain wave test tomorrow 
a AM _____pm. There is no restriction on eating 
and drinking beforehand and no special preparation for 
this test other than having a clean scalp reasonably free 
from hair dressing. (No cutting or shaving of hair is 
required.) You will find it a very simple test involving 
no use of needles and no discomfort whatsoever. Per- 
haps you'll find it interesting and even enjoy it!” 

Or, for the liver-function test: 


“This evening before bedtime you will be weighed Although many of the cards invite the patient to ask 
for the test ordered for you tomorrow morning. his nurse additional questions about the test, use of 
1. Do not eat or drink ANYTHING after midnight to- the cards actually saves the time of busy nurses since 
night until you are told the test is completed in the patients no longer ask many unnecessary questions. In 
morning. addition, the hospital has found that patients are more 

2. After a blood sample is drawn by the nurse in the cooperative, more interested, and able to rest easier be- 
morning, please do not leave your room unless abso- cause their anxiety has been quieted. 
lutely necessary nor make yourself unavailable in the Another advantage of the cards is that they remain 
bathtub or the shower until the test is completed. (The with the patients and serve as reference, whereas verbal 
tant lasts no longer than three-quarters of an hour.) explanations from nurses sometimes were forgotten or 

Thank you.” confused by the patients. 
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“Make no little plans. They have no magic 
to stir men’s blood and probably themselves 
will not be realized. Make big plans; aim 
high in hope and work, remembering that 
a noble, logical diagram, once recorded, will 
never die, but long after we are gone will 
be a living thing, asserting itself with ever- 
growing insistency. Remember that our sons 
and grandsons are going to do things that 
would stagger us.” Quotation by Daniel 
H. Burnham, original proponent of the long- 
range Chicago plan of 1909, which contribu- 
ted to making the city great. 


ospital construction programs are on the increase 
H and there is no end in sight: medical advances and 
public awareness demand new or improved facilities. To 
add to this, available money for building purposes is 
becoming “tight.” More than ever, therefore, it is es- 
sential that each construction dollar be spent wisely. 

In theory, a qualified architect and a competent hos- 
pital administrator working as a team should be able to 
design and implement a hospital without the help of a 
building committee. After all, the architect has a core of 
specialists at his service, and the administrator has his 
entire staff to aid him. Actually, however, this proce- 
dure would call for the administrator to assume re- 
sponsibilities that no one person should have to shoul- 
der. If he is as farsighted as he should be, he might even 
be accused of building himself an empire. In addition, 
difficult problems arise from pressure groups, utilities, 
and various individuals. A well-chosen building com- 
mittee is, therefore, an ideal method to use in shaping 
policy and coping with these many problems which are 
bound to arise. 

The building committee is appointed by the govern- 
ing body and is generally responsible for implementing 
a major hospital building project. Such a group func- 
tions as an agent of, or on behalf of, the governing 
body and is subject to this parental review. (The chair- 
man of the group can be either elected by the commit- 


*Director of research, hospital 


consultant, Markus & Nocka, 
Boston. 
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Building Committee An Aid 


To Hospital Construction Programs 


By Robert E. Sleight* 


tee members or appointed by the governing body.) 

To begin with the building committee is responsible 
for the building program; after that, it is responsible for 
the program’s implementation. With wide areas of au- 
thority, it is essential that the committee membership 
be selected wisely. The following types of people are 
valuable members of a building committee: public- 
spirited individuals, community leaders, people willing 
and able to give time, people with vision, and people 
with sound judgment. The administrator should always 
be a member of this group. Often—and especially on 
large projects—the hospital engineer should be in- 
cluded. 

Just as it is important to have the correct type of 
people on the committee, so also is it important to avoid 
other types. In general, members should not be ap- 
pointed if their only justification is that they have spare 
time, or are persons of wealth, or have selfish interests 
at stake in the construction program, or are being given 
an honorary position, or if they represent special-in- 
terest groups (such as labor, clubs, schools, political 
parties). 

It is not necessary for physicians to serve on the com- 
mittee; in fact, it is usually preferable for them to re- 
main in an advisory capacity. In this way their views 
and judgments can be sought when indicated without 
consuming their time on non-medical problems. 

The size of the building committee may vary with the 
size and type of the building program. In general, be- 
tween five and nine members constitutes a workable 
range. Too small a group does not bring sufficient talent 
to bear upon the problems; while too large a group 
becomes unwieldy to assemble and difficult to manage. 

The importance of the building committee should 
never be underestimated. It must establish program 
priorities in order to keep within financial bounds. It 
must sift the logical and illogical space and equipment 
requests. Long hours, hard work, important and diffi- 
cult decisions are part of the members’ duties. Ulti- 
mately, whether or not the hospital is created as 4 
functional unit economical to operate and construct 
rests largely in the hands of the building committee. It 
is essential that this committee be conceived wisely. 
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Author of this article, Mary Towne, and Mrs. Cora Davis, chief 
dietitian, demonstrate the diet-instruction cart. Equipped with 
samples of dietetic foods available in retail stores and wax 
food models to show serving portions, the cart has proved an 
effective visual aid in interesting patients in their diets after 
they leave the hospital. 


ne of the continual challenges a dietitian has to 

meet is to present diet instructions in such a way as 
to break down the patients’ resistance and make the diet 
acceptable. Tell a patient to prepare a three-ounce serv- 
ing of meat, or a biscuit two inches in diameter, and the 
somewhat uninterested “M-m-m” by way of response 
makes one wonder how much of the explanation, even 
with the help of the printed word, is really getting 
across. 

At least a partial solution to this problem has been 
developed at Atlanta’s Crawford W. Long Memorial 
Hospital: the diet-instruction cart. Built of plywood 
by the maintenance department, the cart functions as 
a visual aid to supplement the dietitians’ verbal and 
printed instructions. 

The cart contains samples of dietetic foods available 
at retail stores, as well as a number of wax food models 
to give patients a picture of these portions of food. A 
desk-type opening on either side of the cart provides a 
table surface for displaying the meals set up with the 
food models. At the same time, the various types of 
dietetic jellies, canned goods, and beverages are visible 
in pigeonhole-type shelves. The wax models are kept 
in drawers—accessible from either side of the cart—in 
the lower part of the cabinet, so only those necessary 
to set up a meal or clarify a point need be shown to 
the patient. 

The 20 x 36 x 48” cart is mounted on six-inch wheels 
and rolls easily to patient’s room, clinic, or classroom. 
It can be pushed on and off elevators; squeezed into 


pnerapeutic dietitian, The Crawford W. Long Memorial Hospital 
Emory University, Atlanta, Ga. 
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By Mary Towne* 


Diet-Instruction 
Cart— 


An effective visual aid 


narrow spaces between beds; turned around in a mini- 
mum amount of space; and it still displays the dietetic 
foods to advantage. 

One of the greatest assets of the diet cart is the wedge 
it seems to give into what the patient is thinking. 
Bring out a healthy-looking tomato salad and the first 
comment may be, “I can’t stand tomatoes.” But that 
opens up a whole list of vegetables which may be used 
instead. The cube of cornbread may bring remarks be- 
cause it is so small. This can lead to discussion of the 
recipe the patient uses for making cornbread, or how 
much better grits are anyway. 

Two of the most interesting uses are with patients 
who cannot read and with diabetic children. One 13- 
year-old girl came to the hospital’s dietary office and 
announced, “They want you to tell me what I’m sup- 
posed to eat.” Her whole manner expressed the un- 
spoken: “and as far as I’m concerned you needn't 
bother.” Only when she saw the food models did she 
ask any questions or show any interest. The dietitians 
discovered that she had a real interest in working 
with food and they succeeded in presenting her diet 
as a challenge to her. She even decided she could work 
toward some awards in Girl Scouts by working with 
her diet. 

Dietitians at Long do not pretend that the diet cart 
has solved all their problems in diet instruction; but 
they feel that the generosity of the hospital’s auxiliary 
—which presented the dietary department with $250 
for building and equipping the cart—has helped them 
to reach some whom they might not have helped and, 
therefore, to find greater satisfaction in their own work. 
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yy My heads of departments have suggested that 
every member of the staff should wear an identity 
badge. I do not think this is necessary. I am administra- 
tor of a 261-bed hospital in a community of 300,000 
population. 

A. There are several advantages in having staff mem- 
bers wear an identity badge. First, patients and visitors 
know to whom they are speaking and whom they are 
describing. Your hospital and community is too big 
for everyone to know each other. Again, fewer thefts 
would occur by unauthorized persons on the premises 
if all staff and visitors wore some form of identity. With 
nurses coming and going off duty, there is difficulty 
sometimes in determining whether a person waiting 
is there with authority. Issue of such identification 
prevents embarrassment to authorized persons and 
waste of time by staff who may interrogate those who 
appear to be unauthorized. 


Q. Iam sole dietitian in a 120-bed hospital. The medi- 
cal staff contends that I am responsible to a physician 
who is chairman of the dietary committee of the medical 
staff; the administrator contends that I am responsible 
directly to him. 

A. You are responsible directly to the administrator. 
This is so for two reasons. First, the service being 
provided by your department must be integrated with 
other hospital services for which the administrator is 
responsible. These include purchasing, main stores, 
utility supplies, transport and personnel. Secondly, your 
department incurs expenditure (approximately 12 per- 
cent of the total budget) which the administrator con- 
trols. On the other hand, you should cooperate fully 
with the medical staff as to the therapeutic value of 
the department. The distinction between “responsible 
to” and “cooperation with” must be realized. 


Q. I have heard that paper blankets have been used 
quite successfully in Copenhagen, Stockholm, and Oslo. 
Can you verify this? 

A. The Copenhagen Hospital Service used them ex- 
perimentally but found they were not suited for use in 
hospitals, and they are not now being used. I under- 
stand that they have been used in the pediatric depart- 
ment of the University Hospital in Stockholm, and this 


can probably be confirmed by a letter to that institu- 
tion. 


Q. I am a new administrator of a hospital with an 
active outpatient and emergency service. Patients and 
Visitors lose themselves in the corridors, and staff mem- 
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Consultant's Corner 


By John G. Steinle 


bers waste time giving directions. I plan to establish 


a system of directions. Do you have any suggestions? 
A. A satisfactory direction system reduces walking 
in the corridors. In turn, this reduces the amount of 
noise and the amount of dirt being tracked in. It also 
reduces the extent to which professional and technical 
staff members are distracted from their real work. I 
would suggest you consider the following points: 

(1) Signs may be used to indicate areas and routes 
as well as give information. 

(2) Each sign should form part of a continuous re- 
lated system. 

(3) Signs should be placed at the entrances to the 
hospital, at intersections, and at the area itself. Do not 
forget the hospital grounds and the hospital’s name 
outside. 

(4) Use simple language. The word “to” is unneces- 
sary at the beginning of a direction sign. For example, 
“Outpatient Department” is all that is necessary. 

(5) The greater the contrast of the letters, numbers, 
and symbols with their backgrounds, the easier it is 
to read them. Personally, I consider black on yellow to 
be the best combination of colors for this purpose. Next 
in order are green on white, red on white, and blue 
on white. 

(6) Mount the signs at a uniform height (usually 
eye-level) wherever practicable. 

(7) Interchangeable signs may sometimes be neces- 
sary—for example, in the outpatient department, where 
the same facilities are used for different clinics at differ- 
ent times. 

(8) Avoid a low quality of signs. Machines for making 
signs can be purchased. In a 200-bed hospital the pur- 
chase of such equipment is probably indicated. 

(9) Use the same style of lettering and numbering 
throughout. 

(10) Each route should be surveyed individually to 
determine what signs are needed and where they should 
be located. 


Q. We are planning a new 100-bed general hospital. 
This is a remote community about 200 miles from the 
nearest town. A difference of opinion has arisen as to 
whether elevators or indoor ramps should be provided, 
in addition, of course, to stairways. Your advice would 
be valued. 

A. Generally, provision of ramps within a_ hospital 
should be avoided. They require more cubic space than 
elevators. Also, more labor is required to wheel equip- 
ment, and there is always the danger that wheeled 
equipment will become uncontrollable. 
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HT SAFER—New lubricating cream—a suspension of BIO-SORB Powder—eliminates glove 
lubricant as source of operating room dust. Non-irritating, non-sensitizing, non-toxic 
to tissue, non-flammable. 


SUPERIOR LUBRICATION —BIO-SORB Cream distributes uniform film of lubricating 
powder over hands—base evaporates rapidly, leaving hands completely dry for gloving. 
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Hospital Accounting 
and Statistical Problems 


By David H. Tarlow, C.P.A. 


Q. The organization I work for has a number of 
hospitals in the United States. I am being transferred 
from one area to another, and substantial moving 
expenses are involved. The board has advised me 
that it will reimburse me for these expenses. Will the 
amount reimbursed be taxable to me as personal income? 
I have had conflicting advice from associates. 

A. It is customary for organizations—both profit- 
making and eleemosynary—to pay the moving expenses 
of employees whom they transfer—including reason- 
able added living costs incurred, such as staying in 
a hotel and meal expenses, while household effects are 
being shipped, and before the employee and his family 
have settled in their new home. 

In 1954 the Internal Revenue Service changed a 
long-standing policy and ruled that either the direct 
payment, or the reimbursement, by an employer of 
an employee’s cost of moving his immediate family, 
household goods, and personal effects from one place 
of employment to another permanent place of em- 
ployment, primarily for the benefit of the employer, 
is not regarded as taxable compensation. However, if 
the sum you receive from your employer exceeds 
the sum you have actually disbursed as moving and 
travel expenses, the excess is regarded as_ taxable 
income. 

Conversely, if you spend more for travel and moving 
expenses than you have been allowed for this purpose, 
the additional expenditures are not deductible for tax 
purposes, because they are construed to be personal 
living or family expenses, rather than deductible busi- 
ness expenses. 


Q. In presenting a certified balance sheet, is an 
auditor presenting an established fact or an opinion? 
A. In the writer’s opinion, the auditor presents both 
established facts and opinions in the balance sheet. 
The facts would appear to be such items as cash, 
accounts receivable, and notes receivable. The opinions 
would relate to such items as the collectibility of 
the accounts receivable and adequacy of reserves for 
uncollectible accounts. The value of inventory of sup- 
plies and materials would be both fact and opinion. 
The existence of liabilities is admitted and the amounts 
are usually facts, since the valuation problem, which 
introduces opinion, confines itself almost solely to the 
assets. After careful tests the auditor, in fact if not 
in word, expresses the opinion that all of the organiza- 
tion’s liabilities are stated. 

Naturally, the stated net worth, or sum of the re- 
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spective fund and capital accounts, is a matter of 
opinion, because it is the contra to the net of the 
items containing both elements of what may be con- 
strued as either fact or opinion. 


Q. One of the burdensome problems we have at 
this hospital is late charges. Can you tell us what 
other hospitals are doing to obtain the information 
required before the patient or person responsible for 
the bill appears at the cashier’s window? 

A. As soon as the attending physician certifies that 
a patient is ready for discharge, a form should be pre- 
pared attesting to such information in duplicate. This 
data should originate in the nursing unit. The original 
should go to the accounting or accounts receivable 
section and the duplicate to the admissions office. The 
form should contain the following data: 

1. Name of patient 

2. Hospital number or admissions number 

3. Room or ward number 

4. Attending physician or service case. 

The individual in charge of patients’ accounts or 
the cashier could then phone the special service areas, 
such as x-ray, laboratory or pharmacy, for any late 
charges. 

In some hospitals, a three-part requisition form is 
used for ordering any special ancillary services. The 
patients’ accounts section is then put on notice as soon 
as a request for service is made. This order can 
then be checked with the account card to see that 
the charge has been recorded before the patient is 
discharged . 


Q. Our outstanding patients’ accounts receivable has 
shown a decided increase in the past 18 months. Only 
about 30 percent of our patients are covered by Blue 
Cross. Our board has finally decided to institute a pol- 
icy of requiring deposits or payments in advance from 
all patients who do not have Blue Cross coverage o 
other insurance coverage which we have found accept- 
able in the past. We understand that other hospitals 
have made exceptions to this rule and would appre- 
ciate your guidance in this matter. 

A. The following exceptions are generally agreed 
upon in the hospitals we have studied: 

. Members of clergy 

. Welfare cases 

. Hospital employees 

. Members of board of trustees 

. Medical staff and their dependents 

. Nurses. 
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Good Patient Relations* are an essential consideration for every 


hospital, every day. Regular use of Dermassage helps achieve it. 


Patients want to be treated gently. This gentle care, or lack of it, makes lasting MAIL COUPON FOR FREE TEST QUANTITY 
impressions on them and their friends—with important consequences for the 
hospital. In over 4,000 hospitals, the accepted way to demonstrate the special 
attention to patient comfort is with a regular Dermassage massage. There are 
many advantages in this. Dermassage has a fresh, pleasant aroma of natural 
menthol patients like. It’s non-greasy. Can’t stain bed clothes. And 
Dermassage contains no alcohol to dry and irritate the skin. Helps prevent 
bedsores and sheet burn. And, as you'd expect, Dermassage maintains an 
excellent bacteriostatic activity against common skin bacteria. Consider using 


S. M. EDISON CHEMICAL COMPANY. INC. 

300 Park Ave., New York 22, N.Y.—Box RNW 
Please send a generous sample of 
Dermassage for evaluation at no cost or 
obligation. 


| I enclose our hospital’s picture or letter 
head for free sample layout of imprinted 


Dermassage to improve and expand your hospital’s P.R. program now. Over bottle. 
4,000 hospitals can’t be wrong! : oF 
Patient-accepted, hospital-proved of Beds_— 
... America’s foremost 
non-alcoholic body rub City a 
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Review of Hospital Lawsuits 


By Leo T. Parker, Attorney at Law 


@ DUTY TOWARD MENTAL PATIENT 


What degree of care is the hospital employee duty- 
bound to use with respect to mental patients? The 
answer is: The degree of care must be measured by 
past known actions of the patient. 

In the case of Paulen v. Shinnick, 289 N.W. 162, it 
was shown that an acutely depressed woman patient, 
who had attempted suicide several times, was placed 
in a hospital ward where the windows were covered 
with heavy screens. These windows opened inwardly, 
and were locked. One day the patient complained of 
feeling faint. A nurse opened a screen and raised the 
window but did not lock the screen again. The patient 
then climbed on a radiator and jumped out of the open 
window. 

The higher court held the hospital liable in heavy 
damages, because past suicidal attempts of the patient 
should have warned the nurse and other hospital em- 
ployees to exercise unusual care to safeguard the patient. 


PAUPER IS LIABLE 
Considerable discussion has arisen from time to time 
over the legal question of whether a city, county, or 
state can collect for hospital services rendered a 
pauper if later he comes into possession of money, 
such as an inheritance. According to a higher court 
decision, the answer is YES. 

For example, in Jennings v. Davidson County, 344 
S. W. (2) 359, the testimony showed that in 1926 
a woman named Mosley became an inmate of the 
Davidson County Hospital as a pauper. She remained 
there—as a pauper patient—until November 13, 1958, 
when she died. Further testimony showed that she had 
come into possession of an estate in October, 1957, upon 
the death of a relative. 

December 9, 1958, Davidson county filed a claim 
against the Mosley estate to collect $10,008—the reason- 
able fair value of the services the county had rendered 
her during the entire period she spent in the hospital. 
Mosley’s administratrix, however, contended the county 
could not collect for those services furnished between 
1926 and the date she inherited the estate. 

The higher court held the county would recover the 
full $10,008, reasoning: 

“Was Davidson county entitled to recover the 
value of the services rendered Josephine Mosley by 
the county prior to the receipt of the inheritance 
received by her in October, 1957? It is our view 
the State is entitled to reimbursement for expenses 
incurred for the care, support, and maintenance of 

a patient confined in the state hospital, even though 
such patient be committed as an indigent person, 


and the liability therefor extends to property ac. 

quired subsequently to the time the expenses were 

incurred.” 

Another important point of law was decided by thi 
court in determining if the hospital’s claim was barre 
by a state law which provided that a suit to recove 
on such a claim must be filed within six years afte 
the services were rendered. The court explained thy 
the application of the statute of limitations would de. 
pend upon whether Davidson county was acting in, 
governmental capacity for the benefit of the gener 
public when it rendered the services, since varioy 
courts have held that the statute of limitations dog 
not run against a state or county on an account whi 
arose while the state or county was exercising it 
governmental functions. This court decided: 

“In providing for the poor the state is exercising 

a governmental function and in accomplishing its 

purpose it may impose the duty either upon the 

state itself or on local governmental units such as 
counties, towns, and municipalities.” 


VALIDITY OF CONTRACT 
Recently an official of a large hospital corporatio 
wrote: “I feel confident I can read any contract an 
correctly decide its validity and the obligations of th 
contracting parties.” This is false security. Sever 
higher court decisions indicate hospital officials should 
base their assumed obligations upon actual information, 
not mere reasoning or hearsay. ; 

The case of Exchange, Inc. v. Coco, 20 So. (2 
762 clearly illustrates how either a buyer or seller maj 
suffer financial loss because of unfamiliarity with tk 
law pertaining to simple contracts. Here both a buyet 
and seller had signed a contract which contained ad 
details regarding price, quantity, quality, identificatio, 
delivery date, and the like. However, the contrat 
failed to specify that the purchaser had actually agree 
to purchase from the seller the subject of the sé 
When the seller refused to make delivery, and th 
purchaser filed suit to recover heavy damages, allegint 
the seller had breached the contract. 

No doubt the average layman would consider thisé 


valid and enforceable contract. After all, it even ch & 


tained a clause clearly stating that the seller agret 
to sell the merchandise at a specified price; and besides 
both the buyer and seller signed the contract. 
However, the court ruled that the contract was neither 
valid nor enforceable since it imposed no obligation @ 
the purchaser to buy. By failing to state specifically 
that the purchaser was obligated to purchase the me 
chandise from the seller, the contract was absolutel 
void because buyer and seller were not obligated. 


Hospital Topic 


A 
is inad 
the ta 
InC 
that wl 
estate 
the cc 
mately 
Crews 
and th 
appar‘ 
in op 
leased 
there. 
For 
estate 
estate 
five y 
appes 
writt 


nes 
quate 
| 
doct 
: the 
the 
th 
a 
| 
54 


ty ae. 
S Were 


by this 
s barred 

recover 
Ars: after 
ned tha 
ould de. 
ing ing 

genera 

Various 
Ms dog 
at which 
ising it 


rcising 
ing its 
on the 
uch as 


NTRACTS 
poration 
ract and 
s of the 
Several 
s shoul 
mation, 


So. (ad 
ller maj 
with. the 
a buyer 
ined al 
ification, 
contract 
y agreed 
he sale 
and the 
alleging 


or this 2 


fen 


agreed 
besides, 


; neither 
ation 0 
acifically 
he mer- 
»solutely 
ed. 


al Topic 


COURT REFUSES TO INCREASE TAXES Can you mégasure quali 
A taxpayer who contends that a hospital’s real estate with z yo ie : 
naked 


is inadequately taxed cannot by ordinary suit compel 
the taxing authorities to increase the taxes. 

In Crews v. Collins, 109 N. W. (2d) 235, it was shown 
that when Mr. Collins wanted to build a hospital on real 
estate to which the city held legal title, he appealed to 
the community for donations and received approxi- 
mately $63,000. However, according to a taxpayer, Mr. 
Crews, the hospital cost at least $500,000 when built, 
and the balance of the cost above the contributions was 
apparently paid by Mr. Collins. The hospital has been 
in operation since 1940, and the lower floor has been 
leased to three doctors who maintain the Mater Clinic 
there. 

For many years no taxes were paid either on the real 
estate or on the hospital. In December, 1958, the real 
estate was assessed for $6,125, levied for approximately 
five years back. At this point Mr. Crews, as a taxpayer, 
appeared before the Board of Tax Review and filed 
written protest, contending it was a completely inade- 
quate assessment. The board, however, refused to raise 
the assessment and, in fact, lowered it to $5,500 for the 
real estate and $1 for the hospital building . 

Mr. Crews insisted that while the hospital was rep- 
resented as a public hospital it actually was a private 
hospital maintained for the benefit both of the three 
doctors who are running the Mater Clinic and for all 
the doctors in the community who bring patients to the 
hospital. In addition, Mr. Crews alleged, Mr. Collins 
rented the part of the hospital used for a clinic for many 
thousands of dollars each year. 

In subsequent litigation, the higher court decided that 
Mr. Crews could not secure relief as to the alleged tax 
injustice and that the long-term leasehold interest in 
the realty, on which the hospital had been constructed, 
could not be assessed separately from the realty and 
the hospital building. Further, the court ruled that the 
taxpayer, Mr. Crews, was not entitled to writ to compel 
the tax officials to assess the leasehold interest. 


All too frequently products have a look-alike quality 
that defies comparison. “A Jar is a Jar is a Jar” is a 
common reaction until one sees these new hospital jars 
made of PYREX". 


Were you to select any of the usual jars from your 
supply room and set it up next to one made of PYREX", 
you would see differences that are apparent to the 
naked eye. 


For example: The top edges have a fire polished 
bead all around. This prevents chipping or breakage. 
The uniformly thick walls are beautifully clear with 
no mold marks. Put your hand into the PYREX® jar 
and run your finger around the inside bottom edges. 
You'll feel a curve ...no place for dirt to lodge. This 
simplifies cleaning. 


These are the obvious differences in quality. 


We don’t have to tell you how PYREX® can take 


abrupt temperature changes or withstand physical 
LAW OF PRINTED CONTRACTS | shock. 


A common legal pitfall involves contracts which com- 
prise printed, typewritten, and penwritten clauses. 
Sometimes confusing combinations of these contract 


classes may be deliberately planned by unscrupulous 
persons. 


However, we do have to tell you that for the first 
time you can obtain PYREX® jars at surprisingly low 
prices. May we suggest, therefore, that you ask your 
supply house for the current price list or drop us a 

note for completely illustrated Catalog MP-3. This 
mpersede all printed and typewritten clauses. And type- includes a complete line of Applicator Jars, Hospital: 

written parts have weight over the printed portions. | Jars, Tongue Blade Jars and Sundry Jars. 
In amplification, if a typewritten contract has con- | 
tradictory penwritten clauses, a court will base the ob- | 


ligations of the contracting parties strictly upon the con- 


HOSPITAL JARS of 
nis of the penwritten clauses. If there are no pen- oO) 
Written portions in a printed contract, any typewritten | PYREX® GLASS 


Parts will take precedent over the printed portions. 
Thus, the typewritten portions automatically render 
void all similar or contradictory printed portions of the 
contract. (For more information see the case of Walter 
v. Wills, 223 Fed. Rep. 404, concerning a printed con- 
tract which also contained both inserted typewritten 
clauses and some penwritten modifications.) 


PYREX i is a registered trademark of Corning Glass Works, 


MERCER GLASS WORKS IN‘ 


725 Broadway, New York 3, N 


Essential Products of Quality for the Hospital and Laborato 
December, 1961 


For further information see postcard opposite page 126. 55 


| 
| 


to make the most of your talents and techniques . . . 


Cardiac Electronics 


Recognized as first and foremost in the field of heart therapy, V. Mueller’s 
cardiac resuscitation and monitoring equipment by Corbin-Farnsworth 
is simple, dependable, sure. Defibrillators (external and internal), pace- 
makers, and monitoring devices—from compact Scopette illustrated to 
full size Duo-Trace cardioscopes. Write us for complete information. 


VMUELLER CO. 


Fine Surgical Instruments and Hospital Equipment Since 1895 


330 S. HONORE STREET, CHICAGO 12, ILL. e ANAHEIM, CAL. ¢ DALLAS e HOUSTON e MIAMI, FLA. ¢ ROCHESTER, MIN 
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Adequate Pharmacy Coverage in a 25-bed Hospital 


A hospital with 25 or 30 patient 
beds could hardly afford to hire a 
full-time registered pharmacist. Yet 
it cannot get along without some 
pharmacy service. 

McHenry Hospital, McHenry, II. 
has found a dual solution to this 
problem through its nursing super- 
visors and the registered pharma- 
cists employed nearby. 

Most of the needed drugs can be 
purchased in usable form from the 
manufacturer. Bulk supplies are 
stored in alphabetical order by gen- 
eric name on shelves in the hos- 
pital’s pharmacy closet, which is kept 
locked. The key to the closet is kept 
by the nursing director or super- 
visor. Narcotics are kept inside a 
second locked cabinet in the rear 
of the closet. 

Two-week quantities of drugs in 
current use are stored in cabinets 
on the wall behind the nurses’ sta- 
tion. These are also stored alpha- 
betically. The containers are color- 
coded to match file cards at the 
nurses’ desk and patient cards posted 
by each patient’s bed. 

Medications which must be spe- 
cially compounded are ordered from 
the registered pharmacist in the clin- 
ic of the medical group in the same 
building as the hospital, again in 


Also see “Ma 


of McHenry yo in Miniature, story 


Hospital, on page 41.—ED. 
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minimum quantities. If the pre- 
scription cannot be filled by the clin- 
ic pharmacist, it is taken to a local 
commercial pharmacist. 

Numerous precautions are ob- 
served to prevent error. Every medi- 


cation is checked regularly against 
the color-coded file cards, which are 
cross-checked against the patient 
charts and bedside cards. 

The hospital bills each patient for 
his medications according to the 


Margaret Freund, R.N., washes up after dispensing each patient's prescription for the 
afternoon into the labeled containers in tray at left. Current supplies are stored in 
cubicles at rear and shelves in cabinet above. 
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surgical sloves 


COMPACT WORK STATION 
CONFINES GLOVE POWDER 


-- WITHOUT PARTITIONS 


Imagine glove packaging without the 
glove powder problem! It’s a reality 
with the unique MacBick Model GP-8 
Glove Packaging Station, thanks to a 
built-in system that sucks in and col- 
lects freed glove powder before it 
becomes airborne — eliminating need 
for special “glove room” partitioning. 
The compact Model GP-8 protects 
workers from powder inhalation and 
prevents dusting of nearby sterile 
materials, too. The easy-to-install unit 
fits any corner of Central Supply — 
provides a convenient, flexible layout 
for efficient work flow, with handy 
bins and shelves to expedite sorting. 
Smoothly finished in attractive birch 
and white Formica. Request Bulletin 
4190. 


Complete catalog available on request 


THE MACBICK COMPANY 
245 Broadway,Cambridge 39, Mass. 


4 


This bulk supply closet will be replaced iy a modern drug room in the hospital’ $s new 
building. Drugs in current use at the nurses’ station are replenished from supplies 
stored alphabetically here. Inventory replacement is an almost daily task of the nurs- 


ing supervisor. 


amounts used daily under prices 
listed by the Hospital Rate and Re- 
search Institute of California for Re- 
gion 41 Tri-State Division D, Mc- 
Henry County. 

Cost to the hospital for the drugs 
is usually the manufacturer’s price 
for bulk quantities. There are few 


instances where the medication can- 
not be purchased in bulk ready for 
use, or where the hospital is tem- 
porarily out of supply on that par- 
ticular item. When this does happen, 
a small quantity is purchased from 
the clinic pharmacist and the hos- 
pital pays only for the drug itself. 


Prescriptions which must be compiled to order are purchased from pharmacists work 
ing nearby. Pictured is George A. Simpson, R.Ph., filling an order for Rose Ann Walsh, 
R.N., in his pharmacy located in the McHenry Medical Group building above the hos 


pital. 


For further information see postcard opposite page 126. 
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with the SP SERVICE PROGRAM for repackagi 
and resterilization of unused inner envelopes at! 
extra cost to the hospital! 


WIDELY ACCEPTED —Typical of the immediate 
sponse to this program in hospitals throughout tl 
country is this. statement: ‘Our staff has decided 
after eighteen months experience with SP sutur 
and the SP Service Program for seven months, thi 


they prefer never to have to work with jarreds 
tures again.’’* 


GREATER ECONOMY—Now 100 percent suture usa 
plus elimination of all washing, sorting and reste 
lization procedures assures greater O.R. savingsil 
time and money. 


ASSURED STERILITY—Each hospital’s original st 
tures are returned certified sterile U.S.P., repackag# 
in the double-envelope SURGILOPE SP® Steril 
Suture Strip Pack—winner of the 1960 Packagili 
Institute Award for the most outstancing advallt 
in packaging technology. 


*Tyler, V.R.: Consumer Evaluation of Reprocessing Tes 
for Unused Surgical Sutures, unpublished 


For free mailing carton to start the SP Service Program or for further informal 
write to: 


AMERICAN CYANAMID COMPANY » SURGICAL PRODUCTS DIVISION » DANBURY, Oi 
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DANBURY, 


American Association of Blood Banks 


Immunity, Burn Theories Top 


Blood Bankers’ Interests 


More than 1,000 physicians, research 
scientists, technologists and adminis- 
trators from the U. S. and foreign 
nations attended the recent 14th an- 
nual meeting of the American Asso- 
ciation of Blood Banks in Chicago. 
The broad subject range of the 
scientific sessions included antibod- 
ies, bone-marrow transplantation, 
immunologic reactions, studies on 
blood groups of interest to anthro- 
pologists, blood-transfusion prob- 
lems, correlation between Rh and 
ABO factors, and preservation of 
blood and blood fractions. 

A feature of the technical section 
was a “blood bank bazaar,” a series 
of seven booths fully equipped and 
manned, each demonstrating a spe- 
cific procedure. Technologists were 
given the opportunity to “do-it- 
yourself,” on technics used on some 
of the 5,500,000 pints of blood used 
annually in the U.S. 

TOPICS herewith presents ab- 
stracts of representative papers. 


New Screening Method 
Cuts Waste, Cost 


Rita L. Don, M.D., medical director, 
and Don W. Orlowski, administra- 
tive director, Southwest Blood Bank 
of El Paso, Tex., and John B. Al- 
sever, M.D., medical director, South- 
west Blood Banks, Inc., Scottsdale, 
Ariz.: 

For several years prospective blood 
donors in a majority of the nation’s 
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blood-collecting centers have been 
screened for adequacy of hemoglo- 
bin level by dropping a sample of 
the donor’s blood into a copper sul- 
fate solution with a pre-established 
specific gravity. In addition, certain 
serologic tests for syphilis have been 
performed after the blood donation 
has been made. 

In spite of their usefulness, both 
methods have certain disadvantages. 
Accurate results by the copper-sul- 
fate method depend on maintenance 
of precise specific gravity, requiring 
careful replacement of used solu- 
tions and storage which will not per- 
mit evaporation. Performance of the 
post-donation test for syphilis results 
in a certain amount of waste, since 


Robin R. A. Coombs, 
M.R.CV.S., Ph. D. (r.), 
director of research, de- 


partment of pathology, 
University of Cambridge 
(England), received the 


Earl Landsteiner Memorial 
Award, presented to him 
here by AABB president 
John R. Schenken, M.D., 
director of laboratories, 
Nebraska Methodist Hos- 
pital, Omaha. Dr. Coombs 
received the award “for 
developinent of the anti- 
globulin technique for the 
detection of incomplete 
blood group antibodies 
and its application to the 
diagnosis of hemolytic dis- 
ease of the newborn. . .” 


blood with a positive reaction is not 
issued for use as whole blood and a 
past history of syphilis usually is not 
admitted by prospective donors. The 
blood of some donors, in spite of a 
satisfactory copper-sulfate test, is 
found to have such an abnormally 
low or high volume of red-cell mass 
that it must be considered unsatis- 
factory for use. All of these factors 
contribute to an expensive waste of 
blood. 

In an effort to eliminate the above- 
mentioned problems, Southwest 
Blood Bank, El Paso, spent months 
in preliminary screening of blood 
donors with the microhematocrit test 
for red-cell volume and the plas- 
macrit test for syphilis (HCT-PCT 


TH 
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Significantly 
New Approach 

to the PLANNED 
AUTOPSY ROOM 


For further information see postcard opposite page 126. 


The increasingly important role of the 
pathologist in serving modern medical 
science demands adequate, planned 
facilities to perform autopsy and dissec- 
tion procedures. Accordingly, Amsco 
now makes available a fully professional 
service in planning and equipping the 
functional Autopsy-Mortuary Room. 

Backed by an understanding of every- 
day autopsy problems, unique research 
facilities and an unexcelled ‘‘pool’’ of 
technical equipment . . . Amsco is able 
to plan and equip the room to assure 
the busy pathologist better working con- 
ditions and time-saving, systematized 
work flow. 


Amsco Autopsy Room facilities in- 
clude total planning, an efficient autopsy 
table, mortuary refrigerators, room illu- 
mination, sterilizers, stainless steel case- 
work, body lift, screen, scales, adequate 
ventilation, and other related items. 

A letter or card of inquiry will bring 
a helpful Amsco Technical Projects 
man. . . and there's no obligation. 


In the meantime write for Bulletin 
MC-587. 


AMERICAN 


STERILIZER 


ERLE* PENNSYLVANIA 


World's largest designer and manufacturer of Operating Tables, Surgical Lights, Sterilizers 
and related technical equipment for hospitals 
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Awards for exhibits were given in two categories; administrative- 
scientific, and technical. The technical award went to the U. S. Naval 
Medical School, Tissue Bank department, NNMC, Bureau of Medicine 
ond Surgery, Department of the Navy. The exhibit featured current 
methods of tissue preservation, and possibilities for the future. 


method). This method allows visual 
inspection of the prospective donor’s 
red cells and plasma before a unit 
of blood is taken from him. 

Through a series of tests con- 
ducted with accurate line charts and 
color standards, the technician can 
determine whether the hemoglobin 
level is adequate and whether the 
plasma contains excessive fat or 
other abnormalities. At the same 
time, the PCT test for syphilis is 
carried out, and all donors with posi- 
tive reactions are rejected before 
bleeding. 

A total of 10,958 blood donors were 
screened by both the HCT-PCT and 
the copper-sulfate and VDRL meth- 
ods to compare results. The more 
accurate microHCT rejected four 
percent of the donors because of low 
hemoglobin, about one percent more 
than were rejected with the copper- 
sulfate method. The rate of positive 
serology for syphilis was 2.2 percent 
with the PCT test, permitting ad- 
vance rejection of these donors, as 
compared to a rate of 1.7 percent 
with the VDRL, which is performed 
after donation. 

Thus, use of the HCT-PCT meth- 
od resulted in a saving of more than 
six percent in operating costs, 
through advance rejection of donors 


whose blood would have been un- 
usable. 


Toxin Neutralized 

By Convaiescents’ Blood 

Sol Roy Rosenthal, M.D., Ph.D., as- 
sociate professor; Wilma A. Spur- 
mer, serologist; and George T. 
Crouse, research assistant, Univer- 


sity of Illinois, College of Medicine, 
Chicago: 


December, 1961 


AVY PANS 
de and the Future 


Although great strides have been 
made in the care and _ therapy 
of burned children and _ adults, 
comparison of the mortality rate 
from burns before 1942, when little 
was known about the methods now 
in use, and after 1942 until the pres- 
ent show there has been only a 
five percent drop in the mortality 
following burns. It is true now, as it 
was in the early years, that when 
approximately 50 percent of the body 
surface is involved in severe burns, 
the mortality rate is approximately 
50 percent. 

In the burn service for children 
at Cook County Hospital, Chicago, 
we were struck by the fact that 
children brought into the hospital 
with severe burns appeared highly 
toxic and this toxicity could not be 
entirely explained by the local] sec- 
ondary infection of the wound. 

After exploring this phenomenon 
experimentally, we were able to 
demonstrate that following acute 
burns a “toxin” appeared in the blood 
of animals and humans. We al- 
so found that burned or injured 
animals and man build “antitoxins” 
which are capable of neutralizing 
“toxins.” 

The toxin could be isolated, and 
when injected into animals would 
cause severe toxicity or death to 
these animals. When injected into 
animals, the isolated toxin produced 
antitoxins, similar to those naturally 
occurring following injury. 

At this stage in experimentation, 
a large school fire occurred in Chi- 
cago. The knowledge obtained from 
animal studies was applied to chil- 
dren injured in the fire. 

The blood of the acutely burned 
and injured children was found to 


WHEN 15 IN ORCATED 
ME TRANSSUSION SUBSTANCE 


ALWAYS WHOLE MOOE 


Transfusions 
Whole Blood or Its Fractions ? 


Winning exhibit in the administrative-scientific section was presented 
by William Best, M.D., Harold A. Grimm, M.D., and Coye C. Mason, 
M.D., of Chicago. Emphasizing that whole blood is not always the best 
transfusion substance, the exhibit showed advantages of using platelets, 
fibrinogen, resuspended red cells, fresh frozen plasma, other fractions. 


contain a “toxin,” detected by its 
action on tissue culture cells and by 
serologic means. When blood from 
persons who had been burned and 
had recovered was given to these 
children, a prompt improvement was 
noted. Sera obtained from the reci- 
pients of such transfusions were no 
longer toxic to tissue culture cells. 
The neutralization of this toxicity 
could also be demonstrated in the 
test tube by mixing the sera of acute- 
ly burned children and that of con- 
valescent burn subjects. 

Since not all burned persons have 
the same amount of antitoxin, it is 
proposed that such sera be titered 
to determine its potency before it 
is used. In an emergency, this might 
not be possible because of the time 
element. It is therefore recommend- 
ed that blood banks store such ti- 
tered convalescent blood so that it 
will always be available. 


Proteolytic Enzyme 
Enhances Rh Reaction 


S. P. Masouredis, associate professor 
of preventive medicine, University 
of California Medical Center, San 
Francisco: 
An important technic for detecting 
the Rh antigen on the red cell or the 
corresponding antibody in the serum 
involves treating the red cell with 
proteolytic enzymes, which partially 
digest protein to make the antigen 
more accessible to the antibody. This 
enhances the reaction, often causing 
an agglutination or clumping reaction 
when otherwise none would occur. 
The effect of proteolytic enzymes 
—trypsin, papain, ficin, and brome- 
lin—on the Rho(D) red-cell con- 
(Continued on page 96) 
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Newly elected officers of the American Society of 
Clinical Pathologists check the daily convention 
bulletin for news and meeting changes. Left to 
right, Walter L. Shepeard, M.D., Augusta, Ga., 
elected to the board of directors; Harold D. Palm- 
er, M.D., Denver, Colo., president-elect; and Thom- 
as M. Peery, M.D., Washington, D.C., vice presi- 
dent. Merlin L. Trumbull, M.D., Memphis, Tenn. was 
elected president, succeeding John J. Andujar, 
M.D., Fort Worth, Texas. 


Joint Pathology Meeting Covers 
Management, Future of Laboratories 


The following are abstracts of papers 
delivered at the recent joint meeting 
of the American Society of Clinical 
Pathologists and the College of 
American Pathologists in Seattle, 
Wash.: 


Good Pathologists 
Often Bad Managers 


Dennis B. Dorsey, M.D., Danville, Ill. 
If we are going to consider how 
and why pathologists fail as man- 
agers, perhaps we should first con- 
sider what a manager is, and what 
characteristics make him a good or 


Winning an exhibit award is a joyous occasion, and the exhibitors’ 
smiles seem to show it. At left, Harry W. Weisberg, M. D., of the 
Chicago Medical School and Little Company of Mary Hospital, Chi- 
cago, holds Gold Award plaque received for his educational exhibit 


bad manager. Then we can consider 
where we as pathologists are defi- 
cient. 

Management has been defined as 
‘a systematic orderly approach to 
the attainment of objectives of the 
group.’ Management becomes neces- 
sary when a group of persons are to 
work cooperatively in a common 
enterprise. The manager is the guide 
for the group. It is his job to ac- 
complish things through the efforts 
of other persons—he makes things 
happen. Good management is a dy- 
namic, aggressive, forceful kind of 
activity. 


Why should pathologists be con- 
cerned with acquiring the skills of 
the executive or administrator? Why 
should we be concerned with de- 
veloping these skills in our sub- 
ordinates? To perform a blood sugar 
test skillfully and accurately and to 
report the findings to the patient's 
physician requires technical skills. 
To perform hundreds of laboratory 
tests each day at a reasonable price 
and place the reports on _ proper 
charts promptly requires manage- 
ment skills. 

The highly trained and educated 
staff is not a stable, unchanging or- 


titled “A Better Understanding of Acid-Base Balance.” In the pholo 
at right, Paul B. Szanto, M. D. (I.), and H. Peter Meister, Cook Counly 
Hospital, Chicago, congratulate each other on winning the Gold Aword 
for their exhibit on classification and pathogenesis of liver cirrhosis 
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ganization. Even technically compe- 
tent persons have to be developed 
as a part of the team if they are to 
contribute efficiently to the effort. 

In a sense, all of the work being 
done in the department by technol- 
ogists and others is work which the 
pathologist himself might do if he 
had the time. This involves the dele- 
gation of authority and requires that 
he decide how much should be dele- 
gated. 

What are some of the symptoms 
which suggest that the pathologist 
is not doing a competent manage- 
ment job? There are several: 

1. Inability to maintain an ade- 
quate staff. The deficiency may be 
due’ to an insufficient number of 
trained workers or inefficient use of 
the persons he has. Both situations 
are the result of poor management. 

2. Recurring or persistent misun- 
derstandings with the hospital 
administration. There are situations, 
of course, in which the hospital ad- 
ministrator is such a poor manager 
himself that working with him is 
difficult. If the pathologist is also 
a poor manager, the situation is 
probably hopeless. 

3. Frequent or recurring confu- 
sion in requisitions or reports of 
laboratory work. 

4. Frequent rush orders for sup- 
plies. If a good perpetual inventory 
system is kept, most supply needs 
can be anticipated. 

5. Low morale in the laboratory. 
If staff members are insecure, the 
manager is not doing an adequate 
job. 

6. Excessive cost of operation, 
and/or ignorance of the cost of op- 
eration. 

7. Inability to do one or more tests 
when a key person has the day off. 

One of the most obvious reasons 
pathologists do poor work as man- 
agers is that we are not trained as 
managers. If the pathologist is to be 
a successful manager, he must de- 
velop an executive state of mind. 
This requires objectivity and emo- 
tional detachment which will permit 
him to analyze the activities of the 
Persons in his department without 
having his judgment warped by per- 
sonal identification with them. 

He must recognize that the de- 
partment of pathology does not op- 
erate in a vacuum, but depends upon 
the cooperative efforts of other in- 
dividuals and other departments. He 
must learn to think in terms of the 
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capabilities and limitations of the 
individuals who make up his de- 
partment. 

Another major reason for the pa- 
thologists’ failure as a manager is 
lack of planning. Do we go to the 
hospital administrator with a prob- 
lem or with a solution? He has 
plenty of problems—he’s looking for 
solutions. When we do go to him 
with a solution, do we stop to con- 
sider how this solution will affect 
the rest of the hospital? 

Many of us fail for the simple 
reason that we are not interested. 


Part of this lack of interest may 
be due to the fact that we would 
much rather be doing something 
else. We were trained as physicians 
and this is still our primary interest. 

The single most important reason 
why we fail as managers, in my opin- 
ion, is simply that we have not 
learned to get along with people. 
Our entire training as physicians and 
pathologists is authoritarian. We tell 
people what to do rather than elicit- 
ing cooperation. We succeed as phy- 
sicians because patients are strongly 

(Continued on page 96) 
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Actual size picture of 
Nylon-ductiv webbing. Note 
imbedded metallic strands. 


NYLON-DUCTIV sarery stretcHER BELTS 


This new Safety Stretcher Belt employs Nylon-ductiv 
webbing—the new heavy, woven nylon with metallic 
strands imbedded to eliminate all danger of static 
electricity. Belt can be attached to any stretcher in 
less than a minute. Has famous quick action, aircraft- 
type buckle that surpasses all CAA requirements. 
Ends snapped out of the way when not in use. Attrac- 
tive green color, 2” wide. Also available in cotton and 
standard nylon webbing. 


Nylon-ductiv 29S-ND $9.50, Nylon 29S-N $8.75, Cotton 29S-C $8.25 


Write for Mew Catalog 


Lists the above Belts as well as hundreds of 
other Humane Restraints for every possible 
type of application. The most complete line 
of restraints offered by the oldest manu- 
facturer in this field. It’s yours free! 
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NCG oxycen 

USE NO 
MODEL 248-50 

Potent 2,908.S11 Pats. Pend. 


ENTIRE OUTLET is listed under 
the Re-examination Service of Underwriters 
Laboratories, Inc. THIS IS NEW. 
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more and more 


First in number... First in safety... 


First in satisfaction... more than 2500 
hospitals enjoy NCG Piping Systems... 
more than 250,000 outlets in service 


AND NOW, MORE ADVANTAGES WITH 
THE NEw 248 SERIES: 


for the hospital staff 


* All outlets safety-keyed, latch-indexed * No wiggle of flowmeter 

* Adapter locks firmly into position * Completely flush wall plate 
* Self-sealing valve mechanism * Vacuum adapter serves as 
* One-hand operation own bottle holder 


for the architect and engineer 


* Can be installed with supply line from above or below. THIS IS NEW. 


* Box is 2” deep . . . compatible for 4” wall, back to back from one drop. 
THIS IS NEW. 


* Shipped as an assembly. Cost of installation is less. Line blow-out for 
testing accomplished simply by turning a screw. THIS IS NEW. 


100% TESTED AND INSPECTED... 
25,000 cycle test 


Aging test of metal parts 
Leakage test 


Oxygen aging test of seals 
Pressure test 
Thoroughly inspected 


Send for complete information now. Ask for 248 Series Specification». 
NATIONAL CYLINDER GAS 

DIVISION OF CHEMETRON CORPORATION 

840 N. Michigan Ave., Chicago 11, Illinois. 


NCG Multiple Outlets provide optimum serv- 
ice and multiply savings in cost of installation. 
Equipment can be mounted side by side and 
used at the same time or independently. All 
outlets are keyed, preventing accidental inter- 
change of adapters. 248 series adapters are 
compatible with 238 series now in use. 


Another step forward. NCG Recording Flow- 
meter regulates, indicates and totalizes oxygen 
flow to patient. It provides accurate verification 
of oxygen used ...ina piping system or from 
cylinders. 


NATIONAL CYLINDER GAS 


CHEMETRON / Cotvotalion 
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The Gomco No. 766 Thermotic® Thoracic 
Pump is a special-purpose unit, designed 
specifically for post-operative treatment of 
chest surgery cases. Requiring a minimum 
of attention, it operates continuously over 
extended periods of time. 


The 766 provides a high volume of suction 

at low negative pressure. Approximately 160 
litres of air per hour are evacuated on the low setting; 
approximately 300 litres on the high setting. The easy- 
to-read manometer scale provides visual indication of 
the functioning of the apparatus. Negative pressure can 
be regulated from 0 to 25 centimeters of water. Easily 
rolled on rubber-tired casters, the greater portion of 
the unit conveniently slides under the bed. Height of 
the manometer stand is 34”. 


See why leading hospitals throughout the world provide 
chest surgeons with the many benefits of the Gomco 
No. 766 Thermotic® Thoracic Pump. Your Gomco 
dealer will be glad to demonstrate this or any of the 
other quality units in the broad and varied Gomco line. 


828-H E. Ferry St., Buffalo 11, N.Y. 


GOMCO SURGICAL MANUFACTURING CORP. 
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American Academy of Pediatrics 


Protein Nutrition, Chromosome Complexes 
Aired at Pediatrics Meeting 


Delegates to the 30th annual meeting of the American 
Academy of Pediatrics, held in Chicago in October, 
heard president George M. Wheatley, M.D., New York 
City, sum up the organization’s functions in a number of 
areas, in his presidential address. The association’s co- 
operation with national child welfare groups was cited, 
particularly its relationship with the Children’s Bureau. 
Criticizing the proposed reorganization of the bureau, 
Dr. Wheatley stated, “We think it would retard progress 
in child health.” 

Dr. Wheatley charged the attending pediatricians to 
concern themselves not only with the clinical and re- 
lated social problems of their patients but with the 
health and welfare of all children. 

TOPICS presents abstracts of selected papers given 
at the meeting. 


Y Chromosome Important in 
Human Sex Determination 


Murray L. Barr, M.D., professor of microscopic anatomy, 
University of Western Ontario, London, Ont., Canada: 


Until the end of the second month of gestation, the 
human embryo is sexually undifferentiated. In addition 
to the undifferentiated gonads, the duct system consists 
of both Wolffian and Mullerian tubules, and the external 
genitalia are potentially female or male. When the 
embryo bears an XX sex chromosome complex, ovaries 
develop, and the rest of the reproductive system de- 
velops along female lines. When the embryo bears an 
XY sex chromoscome complex, testes develop, and the 
maturation is male. 

In drosophila, it has been well established that the X 
chromosome carries female-determining genes and that 
male-determining genes are borne by certain auto- 
somes. The Y chromosome has no direct effect on sex 
determination. It has been tacitly accepted that the 
same sex-determining mechanism applies to man and 
other mammals. However, correlations between ab- 
normal sex chromosome complexes and phenotypes in 
man provide considerable evidence for the Y chromo- 
some being genetically potent in human sex determi- 
nation. This evidence arises from the finding of unusual 
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sex chromosome complexes in phenotypic females and 
males. 

Our present view is that two X chromosomes are 
required for ovarian maturation and that X chromo- 
somes in excess of two probably do not impair the 
development of ovaries. Further, a Y chromosome in 
the presence of one, two, or three X chromosomes is 
effective in causing testicular development, although 
severe regression occurs in the testes if there are one 
or two Y chromosomes associated with two or three X 
chromosomes. Finally, the direction of development of 
the reproductive tract depends on whether there is a 
masculinizing evocator substance of testicular origin. 

The sex chromatin test provides a useful clue con- 
cerning the number of X chromosomes in the sex 
chromosome complex. The general rule, which may 
have rare exceptions, is that the maximum number of 
sex chromatin masses in a person’s interphase nuclei 
is one less than the number of X chromosomes. 

(Continued on next page) 


James E. Bowman, M.D., Philadelphia (I.), and Guillermo Tovar, M.D., 
Caracas, Venezuela (r.) stop to discuss a display on hips of newborns 
with the exhibitor, Stanko Stanislavijevic, M.D., Henry Ford Hospital, 
Detroit, Mich. Three panels showed radiographs of normal hips, con- 
genital dislocation at birth, and findings in the dissection of stillborns, 
showing congential dislocation, subluxation, and dysplasia of the hips. 
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‘Battered Child Syndrome’ 
Evident in Skeletal Injury Cases 


Elizabeth Elmer, assistant professor of social casework, 
University of Pittsburgh: 


A study was made of the families of 42 patients of 
Children’s Hospital of Pittsburgh whose diagnoses in- 
cluded multiple skeletal trauma. Hospital record ma- 
terial was systematically searched for essential social 
data on which to appraise the families. 

Fifteen of the 42 families were also clients of two 
other social agencies. Record data of these agencies 
were used to evaluate the 15 families in respect to four 
psychosocial variables: family structure, role perform- 
ance, impulsivity of behavior, and characteristic affect. 

Hospital records of the patients showed repeated 
skeletal injuries. Two case records follow: 

The hospital summary on Gerald M. shows the first 
admission to Children’s Hospital occurred when the 
child was 3 months of age. He was admitted for evalua- 
tion of convulsions, and enlarged head with bulging 
fontanelle and pallor. He had had his first convulsion at 
2 months, and then no further seizures were noted 
until the day of admission, when there were three tonic 
episodes lasting only a few seconds and accompanied 
by apnea and cyanosis. 

The prenatal and natal history were said to be nor- 
mal, and the parents stated that the child’s development 
seemed normal to them. They denied the possibility of 
head trauma and said they were unaware of any 
unusual change in the child’s head size. 

Physical examination revealed an afebrile, irritable, 


A HANDSOME, STURDY 
BEDSIDE COMMODE 
VISITOR’S CHAIR THAT 
INSTANTLY CONVERTS - 
TO A COMMODE 


real purpose. 


it serves a dual role. 


local dealer. 


You'll want to order several ‘‘Chair-Modes"’ to- 
day. They are available in Coral, Saddle Tan or 
White reinforced, morocco-grain, plastic up- 
holstery —- beautiful but durable. 


ORDER FROM YOUR DEALER 


$4995 


MADE EXCLUSIVELY BY 


DUXE PRODUCTS 


P.O. Box. 1192 Cincinnati 1, Ohio 


USE WITH BEDPAN 
OR WITH BUCKET 


You'd never knew that 
this handsome chair can 
instantly become a com- 
fortable bedside commode. 
Its modern, Danish styling 
completely conceals its 


““Chair- Mode” lets you 
economize by eliminating 
one piece of furniture. It 
gets rid of the old, un- 
sightly, box-like commode 
and substitutes in its 
place a beautiful chair 
that doesn’t even hint that 


“‘Chair-Mode”’ is made to 
use either a bedpan or 
conventional pail. Sup- 
plied with a flexible plas- 
tie bucket with a close 
fitting cover. Bedpan can 
be obtained from your 
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pale infant who appeared chronically ill. The head was 
large, with a large anterior fontanelle that measured 
8 x 10 cm. A prominent skull fracture was palpable jn 
both parietal areas, and the head did not transillumi- 
nate. The general physical examination proved normal 
except for pallor, and a bruise over the lower !umbar 
area measuring 2 cm. square. 

Bilateral subdural space paracentesis done the day 
after admission produced a bloody xanthochromic fluid, 
Paracentesis was performed daily for three days; on 
the fifth day a left craniotomy was done with removal 
of subdural hematoma and membranes. On the 14th 
day, a right craniotomy was peformed with removal of 
a subdural hematoma and its membranous sac. 

After an uncomplicated postoperative course, the 
child was discharged on the 46th day. Because of the 
possibility of parental injury to the child, the social 
service department investigated the family situation 
with the aid of the local county department of public 
welfare. The court subsequently awarded temporary 
custody of the child to foster parents. 

The second case involved a male child first seen at 
General Hospital at 11 months of age. He was admitted 
at that time after a one-day history of cough and fever, 
It was noted that the mother’s history was inadequate. 
On admission, marked pallor was present. Coarse rhon- 
chi were present throughout both lung fields, and an 
apical systolic murmur was audible. Chest films showed 
bilateral bronchopneumonia. Laboratory test showed 
a hemoglobin of 4.7 gm. % and a white blood cell count 
of 17,500 with a normal differential. Red blood cells 
were hypochromic. 

The child was given 100 cc. of whole blood and 
treated with penicillin, tetracycline, and ferrous sulfate. 
The pneumonia cleared without incident, and at the 
time of discharge hemoglobin was 9.2 gm. %. The parents 
were instructed to continue the iron therapy. At the 
time of a follow-up visit about five months later, he 
appeared well and had a hemoglobin of 15.5 gm. %. 

The child was dead on arrival of the ambulance at 
his home 10 months after his final follow-up. According 
to the mother, he had stopped breathing after falling 
forward into the water while she was bathing him. She 
admitted having beaten him with a belt two days pre- 
viously. Blood stains were noted on the floor and wall 
of the living room. 

At autopsy numerous nmpentaied injuries were ap- 
parent, including lacerations of the head and buttocks, 
and a large hematoma of the lower back. The left arm 
was fractured. Death appeared to be due to cerebral 
edema and subdural hemorrhage. 


Survey Anemia Link to 

Protein Deficiency 

Louis K. Diamond, M.D., associate professor of pediat- 
rics, Harvard Medical School, and associate chief, medi- 
cal service, Children’s Hospital Medical Center, Boston: 


Kwashiorkor, or protein malnutrition, is the world’s 
most prevalent childhood disease. According to some 
authorities, it is not necessarily accompanied by anemia. 
Others maintain anemia is a constant complication, but 
may differ in degree or type in various areas. 

To obtain first-hand information on the extent, se- 
verity, and kind of anemias associated with kwashior- 
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kor, We visited major centers in a dozen countries in 
the Middle East, tropical Africa, and Latin America. 

No original observations on the anemias could be 
made in this brief time, but an over-all picture could 
be obtained from descriptions of cases, review of blood 
values, films of the peripheral blood with occasional 
bone-marrow aspirates, and especially from surveying 
the results of treatment. 

Two kinds of nutritional anemia are widely recog- 
nized: iron deficiency most frequently, and folic-acid 
deficiency less commonly. In addition, however, at least 
three other varieties and mixtures of two or more 
varieties may also be found. 

Understandably, each malnourished child will de- 
velop an anemia dependent on his particular protein, 
mineral, or vitamin lack, complicated by his genetic 
background, prenatal stores, and the infections or para- 
sites he has had. The final blood picture is further 
complicated by the development of malabsorption, 
diarrhea, liver failure, and edema as malnutrition be- 
comes chronic. 

The average kwashiorkor can be cured in four to 
six weeks of suitable protein feeding. In the severely 
anemic cases special supplements may be needed. At- 
temps to supply the needed proteins and to give feeding 
instructions have often been unsuccessful, because of 
ignorance, local customs, taboos, and religious practices. 

The problem of combating worldwide infantile mal- 
nutrition requires attack on several fronts. Because the 
physician is welcomed by most persons without sus- 
picion of ulterior motives, he can be the leader in this 
important operation. 


Virulence of Organism Depends 

On Condition of Host 

A panel discussion chaired by James G. Hirsch, M.D., 
member and professor, the Rockefeller Institute for 
Medical Research, New York City, expressed the idea 
that disease is as much due to the condition of the host 
as to virulence of the organism responsible. Bacteria 
are present in the body at all times; it is only when 
the person carrying them becomes ill or his resistance 
is lwered in some other way that the organisms cause 
infection. 

Bacteria and viruses can penetrate intact membranes 
and skin. They can be carried by the host for years 
without causing any harm. The question is, what makes 
a particular individual susceptible to the same organ- 
ism that does not affect any of his fellows. 

It is known that steroid therapy, radiation, and cer- 
tain antimicrobial drugs disturb the balance of organ- 
isms in the body. When such therapy is used and 
certain microbes are destroyed, other microbes, usually 
benign, become virulent and a menace to the individ- 
ual’s health. 

Panel participants were Heinz F. Eichenwald, M.D., 
professor of pediatrics, Cornell University Medical Col- 
lege, New York City; Walsh McDermott, M.D., depart- 
ment of public health, Cornell University Medical Col- 
lege; Richard T. Smith, M.D., professor and chairman, 
department of pediatrics, University of Florida College 


of Medicine, Gainesville; and David E. Rogers, M.D., 


Professor and head of the department of medicine, 
Vanderbilt University School of Medicine, Nashville, 
Tenn. 
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NO. 1.CHOICE 
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OPERATING AND DELIVERY 
ROOM, LAB AND NURSERY 


‘Choice of colors, fabrics, — 
drawstring or elastic back. 


Write for illustrated - NURSE'S 
HOLLYWOOD 


TURBAN PRODUCTS CO. C AP 


1104 $. Wabash Ave., 5, 


IMPROVE 
OPERATING ROOM EFFICIENCY 


Use Steri-Spools® in a 
Halliday Wire Cutting 

Dispenser 

Superior Surgical Wire on 

stainless steel spools. Ready 


to autoclave. 
B&S Gauge 18 to 40. 


NO SNARLS — NO KINKS 
NO WASTE 


If your dealer cannot supply, 
write to the manufacturer — 


THOMAS W. HALLIDAY 
911 N. WESTMOUNT DRIVE 
LOS ANGELES 69, CALIF. 


*Trade Mark Registered 


STOP CROSS-INFECTION! 
REDUCE EXPLOSIVE HAZARDS! 


Conouerive OveR suoes 


Mean Safety and Protection in your Operating 
Room and throughout your hospital! 


RE-USEABLE 


1.38 


PER PAIR 
Can be auto- 
claved up to 
50 times 


DISPOSABLE 


30° 


PER PAIR 
Wear once 
and throw away 


SAFETY: 
Explosive hazards reduced — patented 
conductive feature conducts static elec- 
tricity to O.R. floor. 


PROTECTION: 
Controls cross-infection derived from 
O.R. floor, one of the basic reservoirs of 
cross-infection in the hospital. 


EASY-TO-USE / COMFORTABLE / INEXPENSIVE 


i co Write for Special latroductory Offer- 


SUPPLY CORP. 
“s ep 161—6th Ave., N. Y. 13, N.Y. 
Chicago e Atlanta : Please send details of Special Offer on IPCO : 


Va. : Conductive O.veR.shoes. 
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Harold Supply Corp. : Address_ 
Surgical Selling Co.,inc.: City/State 


sured | 
lumi- | ) 
ormal | > 
| 
uid, ‘ 
““MARVELLA”’ 
moval | 
14th 
val of | 
, the 
Ge 
| = 
| t 
| 
arents 
\t the | 
er, he | 
ice at 
or ding 
falling | ox 
1. She | 
ap- 
rock 
arm j 
rebral 
71 


FOR BABIES 


FOR NURSES 


Infant Incubator 


MADE TO SPECIFICATIONS OF THE HOSPITAL TEAM RESPONSIBLE FOR INFANT CARE 


SAFEST FOR BABIES BECAUSE — 


® forced air circulation and extra 
large micro air filter provide the 
ultimate in isolation. 

@ front lid opening minimizes loss 
of conditioned atmosphere and 
protects baby from drafts. 


®@two thermostats maintain uni- 
form temperatures and eliminate 
possibility of incubator over- 
heating. 

© water reservoir and ductwork can 
be autoclaved. 

® oxygen limiting device is built-in 
feature. 


EASIEST FOR NURSES BECAUSE — 
® quick access is provided through 
any of four hand-hole openings. 


®@baby can be placed in either 
Trendelenburg or Fowler posi- 
tion without opening incubator. 


@cleaning and maintenance are 
simplified — body and ductwork 
are constructed of stainless steel. 


®@ accessories such as nebulizer, 


oxygen cylinder holder and in- 
are travenous rod are included and 
now manufactured 


and serviced by 


conveniently located on unit. 


For more details, please request Bulletin No. 2500-A. 


OHIO CHEMICAL & SURGICAL EQUIPMENT CO., Madison, Wis.; OHIO CHEMICAL PACIFIC COMPANY, Berkeley, Calif. (Divisions of Air Reduction Company, Inc) 
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Nurse-Midwifery.... The Old-New Profession 


Respected Old World profession has had 


long apprenticeship to acceptance here 


By Ellen L. Davis 


| n Europe, mid- 
wifery is a re- 
spected byword. 
In this country, 
according to 
Louis M. Hell- 
man, M.D., chief 
obstetrician, Kings County Hospital, Brooklyn, N. Y., it’s 
an unfortunate word. 

“No matter how you look at that word,” he said, “it 
just doesn’t have a good connotation for Americans— 
except to those who have worked with midwives, or 
been attended by them, and then, believe me, a shiny 
little halo hovers over it. 

“The whole subject of midwifery has been extremely 
unpopular with obstetricians here, and it’s as much 
psychological as anything. Because the midwife is first 
of all a highly trained registered nurse, some doctors 
have been afraid that she would go into private practice. 
The truth is, of course, that such practice would be 
against the law to begin with, but protesters are inclined 
to be emotional rather than factual. We prefer to feel 
that those opposed to the profession have sincere mo- 
tives, though I frankly don’t think they’re right.” 
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Hazel Corbin, who has been general director of 
the Maternity Center Association since 1923, and is 
Dr. Hellman’s staunchest supporter and most active 
sparring partner, thinks of nurse-midwifery in terms 
of the mother. 

“I don’t think we put a high enough price on 
mothers,” she commented vigorously. “And I don’t 
think we have put a high enough price on nurse- 
midwives, either. We are just now beginning to make 
jobs available, as at Kings County Hospital. To have 
an urgent need on the one hand, and a highly pro- 
fessional solution on the other, and keep the two apart 
for years represents some very faulty, and prejudiced, 
thinking. 

“There’s no woman who doesn’t fear being left 
alone when she’s in labor,” continued Miss Corbin. 
“Talking to a group of nurses some years ago, I asked 
how many of them worked in hospitals where women 
in labor were not left alone. Of the 70 hospitals rep- 
resented, only one routinely had someone stay with 
the mother. I asked how many of the women present 
would rather have the policeman on the beat, the 
cleaning woman or the elevator man on hand in prefer- 
ence to being alone. All would have gladly taken any 
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one of them for simple human companionship, utterly 
unskilled as they would be.” 

According to Dr. Hellman, the resistance to nurse- 
midwifery is ironic as well as self-defeating. “To many 
uninitiated people, the term ‘midwife’ conjures up a 
picture of an old granny plodding down a backwoods 
road to ‘birth’ a backwoods woman. To the better- 
informed, the picture is one of a respected but remote 
woman in the uniform of the Frontier Nursing Service, 
whose horse is plodding along a similar road to a 
similar task. Well, thousands of babies and mothers 
owe their lives to grannies and frontier nurses, but 
unfortunately for us, the large majority of our certified 
nurse-midwives have not been plodding anywhere 
around these parts. They’ve long been off to remote 
corners of the world, saving the lives of foreign mothers 
and babies. These people deserve to be helped, but 
too many of our own are doing without because we 
have been too shortsighted to take advantage of the 
skills offered us. 

“The trouble with the program was, that though it 
had the best of Ivy League support, it never got off 
the ground. We trained missionaries, professors of 
obstetrical nursing in schools, and supervisors, We 
didn’t use the nurse-midwives per se, because there 
were no jobs, and no money to pay salaries even if 
there were jobs. 

“Occasionally someone asks if it is really a valid 
statement that we will be short of obstetricians in 


the United States,” continued Dr. Hellman. “Projecting. 


birth numbers is extremely uncertain. No one can 
say what will happen in 1975, but if the birth rate 
remains constant there should be 6.8 million deliver- 
ies in that year. Women are delivered not only by 
Board qualified obstetricians but, on the wards of 
large hospitals, by house officers and interns, and to 
the greatest extent, by general practitioners. 

“On the basis of assumptions valid today, the general 
practitioner will deliver about 2.5 million women in 
1975. The main question is, will there be enough of 
this type of physicians? Though we are trying by 
encouragement and glorification to attract medical grad- 
uates into general practice, there are many indications 
that the general practitioner is a dying species. 

“We need somebody to help the obstetrician do his 
work. I have asked many smalltown doctors if they 
would use help if they could get it; the answer has 
invariably been yes. 

“We need an expanded midwifery program, we need 


Louis M. Hellman, M.D., chief obstetrician, 
Kings County Hospital, Brooklyn, N. Y., 
and Hazel Corbin, general director, Ma- 
ternity Center Association, New York 
City, are active and dedicated propo- 
nents of better maternity care through 
nurse-midwifery. This article is based on 


interviews with Dr. Hellman and Miss 


better understanding and increased acceptance, and 
we need to educate both professional and lay people 
that ours is a strictly American type of program. I men- 
tion the latter because the British midwives seem to be 
taken for granted by many of our countrymen who do 
not so favor our own. 

“We in America would never be interested in de- 
veloping the British type of program, in which the great 
percentage of deliveries are done by nurse-midwives. 
The development of the midwife program in Great Brit- 
ain has been stultifying to obstetrics because, in 1911, 
a professional organization was formed to improve 
midwifery, and was controlled by a central board of 
midwives. In addition, there was a medical board to 
regulate the standards. The British did not give ob- 
stetrical nursing at all, and all major hospitals had ob- 
stetrical nursing under midwifery. It was not a bad 
setup, except it was powerful; if other aspects of 
nursing did not conform to their thinking, there was 
a threat available to stop training altogether.” 

A review of the history of midwifery in this coun- 
try reveals that the achievements Dr. Hellman and 
other proponents of nurse-midwifery desire for the 
profession have been coming about for nearly 30 
years. It’s just that it has been so slow. There seems no 
reason to doubt that the tortoise will win the race, 
but the pace has been hardly short of agonizing to men 
and women who have spent the major part of their 
careers educating and encouraging the contestant. 

Early in 1931, the first step toward the establishment 
of a nurse-midwifery school in this country was taken 
when the Association for the Promotion and Standardi- 
zation of Midwifery, Inc., was organized and granted 
a provisional charter to conduct a school by the Univer- 
sity of the State of New York. The certificate of in- 
corporation bore the names of Ralph W. Lobenstine, 
M.D., George W. Kosmak, M.D., Benjamin P. Watson, 
M.D., and Hazel Corbin, general director of the 
Maternity Center Association. 

The original board of trustees consisted, in addition 
to Drs. Kosmak and Watkins and Miss Corbin, of Linsly 
R. Williams, M.D., director of the New York Academy 
of Medicine; Lillian Hudson, professor of public 
health nursing, Teachers College, Columbia University; 
and Mrs. Mary Breckinridge, director of the Frontier 
Nursing Service. 

The Lobenstine Midwifery Clinic, Inc., was estab- 
lished in November, 1931. Both the school and the 
clinic were licensed by the New York City Board 
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of Health and supervised by the Health Department’s 
Bureau of Maternal and Child Hygiene. Hattie Hem- 
schemeyer, a public health nursing educator, was 
appointed administrator of both school and clinic. 

The objective of the school was to prepare nurse- 
midwives to assume responsibility for the supervision, 
care, and instruction of women during pregnancy, 
labor, and puerperium, under the guidance of a com- 
petent obstetrician. The objective of the clinic was to 
supply a complete and satisfactory maternity service 
to women who wanted home delivery, and of whom 
normal parturition might be expected, and in so doing, 
provide a field service for the school. 

During the first months of 1932, a curriculum was 
developed. Since there was no American experience to 
draw on, the British curriculum was taken as a guide. 
Helpful as it was, however, the program had to be 
planned to meet specific American needs, and medical 
consultation was a basic premise. 

The initial course was set at 10 months, with the 
first four devoted to instruction, supervision, and prac- 
tice in the field of public health nursing, given by 
the department of nursing education, Teachers College, 
Columbia University. In the remaining six months, 
spent at the school, the students received theoretical 
instruction and practical experience. 

Working with the mothers in the clinic, the students 
learned the course of normal pregnancy, labor and 
puerperium, from the first pelvic examination to the 
postpartal care of the mother and newborn child. They 
learned to palpate the abdomen, take blood pressure, 
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and perform laboratory technics to check healthy 
progress and detect signs of abnormality. They learned 
how to plan and administer maternal and infant health 
and nutrition programs. 

Teaching took the form of lectures and class demon- 
strations by obstetricians and nurse-midwives, who also 
gave instruction in antepartal and postpartal clinics; 
observation of obstetrical care in the cooperating ma- 
ternity hospitals; and home visits to families during 
the complete maternity cycle. Under the guidance of 
the staff nurse-midwife, the students learned to work 
as a team with the doctor, the family, and any outside 
agencies involved. 

In 1934, at the invitation of the Rockefeller Founda- 
tion, Misses Corbin and Hemschemeyer visited England, 
Scotland, France, Norway, Sweden, Denmark and the 
Netherlands, to observe and study midwifery education 
and services. “We learned a tremendous amount, es- 
pecially in Sweden,” commented Miss Corbin. “There 
an obstetrician was on duty around the clock, but 
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midwives did all the work, including delivery. Our 
program, of course, emphasizes the obstetrician-nurse- 
midwife team relationship, and is a composite of the 
best programs studied in several trips to the continent.” 

In 1934, the Lobenstine Clinic was consolidated with 
the Maternity Center Association, operating since 1918, 
under the latter’s name. (In 1953, all departments 
of the Maternity Center came together under one 
roof in the association’s own building.) 

How safe was the service given these mothers by 
the first nurse-midwives? Of the first 1081, one died, 
making a death rate of one per 1,000 live births, as 
compared to 10.4 for the district as a whole. 

The actual presence of an obstetrician, when nec- 
essary, was an indispensable part of the service. In 
statistics covering 1943 to 1952, medical attendance 
was required for 7.4 percent of the women delivered 
at home, either to assist in the delivery or to do a 
repair. During labor, as throughout pregnancy, the 
staff doctors were consulted by telephone whenever 
a complication or doubtful situation developed. Such 
consultation was encouraged, and was available every 
hour of the day or night, every day of the year. 

In its first 20 years, the school graduated 231 
nurse-midwives. From the beginning, the demand for 
graduates has far exceeded the supply. 

In 1953, the Johns Hopkins Hospital conducted an 
experiment to study the feasibility of training nurse- 
midwives in a university clinic; to evaluate the specific 
contributions which qualified nurse-midwives can make 
to maternity care; and to ascertain the role which 
nurses so trained can most advantageously play in 
the obstetrical team. Two graduates of the Maternity 
Center’s course participated in the experiment with 
the title of obstetrical assistants. 

The experiment a success, Johns Hopkins now rou- 
tinely assigns a certain case load to nurse-midwife 
students. Applicants (almost 100 percent of the women 
questioned want the nurse-midwife) are screened by 
doctors at the clinic, and assignments are made until 
the case load is reached. 

It used to be that 99 9/10 percent of deliveries 
were in the home; today hospital delivery is standard. 
When the delivery field shifted to the hospital, the 
sharp disparity between the number of births and 


the number of obstetricians available to attend them 
was revealed with a clarity that alarmed everyone 
concerned with maternal and infant health. 

Three years ago, still somewhat winded from a 
spirited exchange over the merits of medicinal versus 
natural relief of labor pains, but inevitably and whole- 
heartedly united in all things pertaining to the further- 
ing of good maternity care, Dr. Hellman and Miss 
Corbin obtained permission from the Commissioner 
of Hospitals to initiate a nurse-midwife program at 
Kings County Hospital, in cooperation with the Mater- 
nity Center Association and Downstate Medical Center 
of the State University of New York. 

Marion Strachan, formerly of the Maternity Center 
Association staff, and currently assistant professor of 
nurse-midwifery at Kings County, was brought into 
the hospital to survey its needs and facilites and to 
draw up a policy regarding the position of the nurse- 
midwife in the general hierarchy of the doctor and 
nurse. Her conclusions were that this large municipal 
hospital was an ideal place to focus training programs, 
and that the position of the nurse-midwife was dead 
center between the doctor and the nurse, with the 
obstetrical supervisor serving as liaison officer. The 
training program was started in January, 1957. 

“Kings County Hospital covers about two-thirds of 
Brooklyn,” said Miss Strachan. “Most patients come 
here because they live in the area; otherwise, there 
would be no place for them to go. We won't turn 
anyone away, of course, unless it’s to another hospital, 
and we get a great many referrals, including those 
who deliver unassisted at home. 

“The majority of the women come in by the fourth 
or fifth month. The unmarried tend to come in later, 
as do those who already have a good-sized family and 
feel they know the score—which is sometimes un- 
fortunate. Mothers’ classes are held before the clinic 
session. 

“The mothers here are independent. They’re used to 
relying on themselves and their own limited resources. 
Never having been sheltered, they don’t know how to 
ask for help. When it is given them, they accept it 
readily, and the presence of another woman, a skilled 
professional, who stays with them throughout their 
experience makes it a satisfying one.” 


Classroom lectures and demonstrations 
by obstetricians and nurse-midwife pro- 
fessors cover the course of normal preg 
nancy, labor and puerperium, from the 
first pelvic examination to the postpartal 
care of the mother and newborn baby. 
Blood pressure and laboratory tests are 
basic skills acquired to check healthy 
progress and detect signs of abnormality. 
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“lll be with you all the way” might well 
be the slogan of the nurse-midwife. On 
the right, she has her first talk with the ex- 
pectant mother at the prenatal clinic. 

Below, under supervision, she checks 
ihe physical condition of her patient. A 
relationship of trust and security is estab- 
lished between the two women. 

In the bottom picture, the nurse-mid- 
wife consults with the doctor who as- 
signed her to the case, and the OB 
supervisor. 


There are currently seven nurse-midwife training 
programs. The department of obstetrics, Downstate 
Medical Center, State University of New York, coop- 
erates with Kings County Hospital and Maternity 
Center Association; the department of obstetrics of the 
Johns Hopkins University School of Medicine with the 
Johns Hopkins Hospital; the department of nursing of 
the faculty of medicine of Columbia University with 
the Columbia-Presbyterian Medical Center and Ma- 
ternity Center Association; Catholic University with 
the Catholic Maternity Institute; and Yale University 
school of nursing with Grace-New Haven Community 
Hospital. There are also programs in nurse-midwifery 
education at the University of Puerto Rico and the 
Frontier Nursing Service. 

Both the eight-month and the one-year course gives 
a certificate of nurse-midwife. The one-year program 
leads also to a master’s degree in maternity nursing. 
There is considerable interest currently in setting up 
a two-year program leading to a master of public 
health degree. 

“Our program,” said Miss Strachan, “gives intensive 
practical as well as theoretical experience. In addition, 
there must be a great inner desire to serve child- 
bearing women. The students—and, later, the gradu- 
ates—must understand the limitations of what they 
are trained to do. There are some 6500 deliveries a 
year here at Kings County Hospital. Under this kind 
of workload pressure, the nurse-midwife must never 
forget her professional limitations—or let anyone else 
forget them, however understandable the motives 
might be.” 

Frieda Holtz, R.N., coordinator of clinic and ward 
services, handles classes and followup. “I see the 
Patient for the first time when she comes to the 
clinic,” she said, “and I see her after she delivers. 
About two-thirds of our patients stay only two days 
after delivery, but a visiting nurse sees them within 
4 hours of their return home. We have 10 labor 
beds, so only 40 new patients can be admitted each 

y. If women can’t be accommodated, they—and 
their records—are taken to another hospital in one 
of our ambulances.” ; 

(Continued on next page) 
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Delivery of the baby is always under the 
direct supervision of a resident physician, 
Doctors, who are available for consult. 
tion 24 hours a day, handle all forcep; of 
deliveries, twins, and perform all cesgr. 
eans. 

True to her word, the nurse-midwife 
has seen her patient through the con. 4 
plete maternity cycle. A mother now, the 
patient looks on the nurse-midwife as he: 
friend as well as a highly skilled profes. 
sional woman. 


The mother becomes acquainted with the midwives 
and medical staff early in pregnancy in the prenatal 
clinic. Patient charts are tagged to show they will be 


cared for by the nurse-midwife. “If she sees any . 
complications,” said Ada Williams, obstetrical nursing Pt 
supervisor and liaison officer, “she asks for help. She " 
is free to consult at any time, and there are two st 
residents on duty 24 hours a day. In addition, there z 
is an assistant resident on each division, with chief % 


residents in their offices right across from the labor 
rooms. For normal patients, the nurse-midwife car- 
ries out the delivery under the supervision of a 
resident.” 

Interns rotate through the department. During their 
first year they are junior assistant residents; in the 
second or third year, assistant residents; and in the 
fourth year, residents in obstetrics, pathology, and 
the clinic. 

Topics’ reporter asked two of the medical staff 
who were on duty the day we visited Kings County 
Hospital their estimate of the nurse-midwife program. 

Said Zayda Chipeco, M.D., an intern from the 
Philippines, “For a big place like this, without enough visor’s salary, only two positions have been filled thus 
personnel, the midwives are a great help. If I went far, at Cumberland Street Hospital, in Brooklyn. 
into private practice, I would employ a midwife as “You can see,” concluded Dr. Hellman, “what a see- 


my assistant.” saw sort of career the nurse-midwife has had to q 

“They are an immense help,” said I. Roseman, date. At first she couldn’t use her highly specialized | — 
M.D., senior assistant resident. “We have a large skills because there were no jobs. Now that jobs are 
patient load, and they handle the normal obstetrical beginning to open up, we find re-emphasized the fact 
problems very well. Doctors routinely handle forceps that not enough registered nurses have been @- ; 
deliveries, twins, and perform cesareans. I would couraged, because of a negative attitude on the pat 2 
have midwives in private practice because they can of many of their professional associates, to take the | 
give more personal attention to the patients, and are additional training which would qualify them to fil 
emotionally very satisfying to the patients, who require these jobs. 
less sedation when they are in attendance.” “But, nevertheless, the past few years have beet 

Up to the present time, Maternity Center Association very heartening for the long view. Paramedical per 
is paying the salaries of the nurse-midwife professors sonnel have been successfully used in rehalilitation 
at Kings County Hospital, and granting some scholar- in the persons of physical and occupational therapists 
ships and internships. Far from complicating the problem, they have helped 

In April of 1961, the city made nine salaries for enormously in its solution. The nurse-midwife is 
nurse-midwives available, listed as grade 13 on civil capable of a great contribution, which is in no Wé 
service lists. However, though the pay is $5,690 a competitive with medicine. The day is past when We 
year with retirement benefits, which equals a super- can be wasteful of personnel.” 
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How one of America’s leading authorities’ on 


recommends the removal 
of soiled dressings. 


Keep Sensi-Touch pre- With gloved hand, grasp 
powdered gloves on dress: bandage. Don’t touch other gloved fingers. Hold by fin- 
ing cart. Glove one hand as hand to bandage. ger tips. 

shown. They slip on easily. 


rr. 


Grasp cuff of glove with Bandage is now INSIDE of Fold sides of paper in over 
other hand, pulling back glove. Place on paper from glove and roll up tightly. 
over hand, fingers and which glove was dispensed. 
bandage. 


Senst- Touch DISPOSABLE GLOVES 


help leading hospitals and doctors control Staph... 


The above method was shown in the film ‘Dressing Technique”’ 
premiered at a meeting of the American College of Surgeons 
in 1960. 


Easy-to-use Sensi-Touch disposable gloves are on clean white 
tissue, either in roll or flat flip-top box. New lower prices make 
them more economical than ever before. Put one on every 
dressing cart . . . and let Sensi-Touch gloves help you fight 
— - - Staph infection in a positive way. For more information and 
Finally, give rolled paper samples write: 

half-twist. All bacteria is 


locked in air-tight glove and Me rcu ry MANUFACTURING COMPANY 
paper wrapping—ready for A Division of Plasticsmith, Inc. 
incinerator. P.O. Box 1071, Pittsburg, California 

* name on request 125 Old Orchard Arcade, Skokie, Illinois 
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SCANNING 
(Continued from page 9) 


Music is even piped through ear- 
phones to patients on the operating 
table to help calm them for surgery. 
“By combining the use of music with 
the administration of minimal doses 
of sedative drugs and an anesthetic 
gas plus oxygen, profound sleep can 
be produced,” he reports. 

Dr. Barret says the music must be 
properly programmed. It shouldn’t 
be selected by the average teen- 
ager, nor should a music professor 


be in charge. Hymns have a morbid 
effect on some persons, so should 
be avoided. 

Generally, the music shouldn’t be 
irritating, shouldn’t contain rasping 
or clanging sounds, shouldn’t feature 
singers or drummers. The music 


should be heard—not listened to. 


Gastric Studies Use 
Mechanical Capsule 
A tiny mechanical capsule filled 
with a drug and fitted with a spring- 
driven opening device, has been de- 


NORSES 


MICHAEL REESE HOSPITAL & MEDICAL CENTER 
(933 BEDS GOING ON 1200) 


If you would like to advance yourself professionally, educationally and 
financially . . . there’s a place for you on the O.R. Staff at Michael Reese 
Hospital. On duty, you'll work alongside distinguished surgeons and medical 
research scientists. Leisure hours can be spent continuing your education at 
the school of your choice — FULL TUITION PAID by the Hospital. And 
mothers who work as Michael Reese Nurses will enjoy nursery and child-care 
expenses shared by the Hospital. 


A completely modern surgical 
wing is now nearing completion. 
Operating Room Nurses helped 
design the 22 surgical suites in 
this new pavilion, where every 
measure has been taken for 
maximum patient care and 
teamwork. 


Director of Nursing 


MICHAEL REESE HOSPITAL and MEDICAL CENTER 
29th and Ellis @ Chicago 16, Illinois 


signed to use in gastric studies, 

S. P. Eriksen, Ph. D., University 
of Wisconsin School of pharmazy, 
states that the capsule is suited fo; 
the study of drug release and ga. 
trointestinal absorption. 

The tiny “pill” (a cylinder approx. 
imately 2 mm. long and 1 mm. jn 
diameter) is fitted with a sprig 
plunger and capped with wax plug, 
The external triggering device is, 
radio-frequency generator which 
heats the tiny metal cylinder by in. 
duction. The wax plugs are loosened, 
and the spring plunger expels the 
drug. 


Growing Pains 

Recognized as Entity 
Medical science has finally agreed 
that there may be such a thing a 
growing pains. (Grandma’s known it 
all along. She first diagnosed ours) 
Dr. Morse J. Shapiro, Beverly Hills, 
Calif. says the nocturnal pains may 
be due to normal growth, but are 
more probably due to violent activity 
during the day. 

The nonrheumatic leg pains occur 
at the end of the day or soon after 
falling asleep. The pains occur in the 
muscles of the thighs and legs, and 
are rarely experienced in the upper 
extremities. The child is pain-free 
in the morning. 

Dr. Shapiro even recommends 
Grandma’s remedy—aspirin and 
massage. And in our Grandma’ 
house, soft conversation and a cup of 
marshmallow-decked hot cocoa 
formed an essential part of the treat- 
ment. 


Retarded Youngsters 
Swing Out In Dance 
Dance therapy is helping impart a 
feeling of equality and _ sociability 
to severely retarded children at the 
Crest Haven School, Riverside, Calif. 
Gordon D. Ayres, proprietor of 4 
local dance studio, started the dance 
program two years ago, after schod 
officials approached him with the 
idea that dancing might help as #@ 
extra-curricular social activity. 
Subsequent response from both 
children and parents was so grea! 
that the dance program was mae 
part of the regular school curriculu™ 
Some of the youngsters have nd 
only proven they can dance, but 
have been able to achieve a feeliné 
of equality with their normal broth- 
ers and sisters through dancing, 
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Distigurement of Radical Surgery, Burns, 


Eased by Sculptor's Remarkable Prostheses 


or some 20 years, the sensitive fingers of Joseph 

Paderewski knew most intimately the feel of 
sculptor tools and cello strings. His was a world of 
motion—captured and immobilized in stone and 
bronze; and a world of sound—expressed in music. 

For the past seven years, his eye has searched the 
faces and forms of a different kind of human model: 
those disfigured by radical surgery or accident. And 
his ear has been tuned to voices hushed with stunned 
hopelessness or harsh with self-revulsion. 

Some of the post-operative and post-accident life 
masks in Paderewski’s laboratory-studio at the John 


Sealy Hospital at the University of Texas Medical 
Center are so throat-constricting that the visitor 
turns with relief to the finished protheses. In these 
reconstructions, the smooth cheek is restored, with 
its faint flush of health. The breast regains its 
roundness, the brow its placidity, the nose its 
audacity or authority—and the person for whom it 
was made, his reason for being. Contemplating this 
expression of one human being’s compassion for an- 
other, one is touched with the essential serenity of 
this man’s workshop. 

Paderewski’s three-dimensional work had its be- 


Joseph Paderewski, medical sculptor of 
the University of Texas Medical Center, 
works on one of a series of wax models 
showing operative steps in a radical neck 
resection. Models are used in instructing 
medical students, and as exhibits at meet- 
ings and conventions. The major part of 
Mr. Paderewski's time is devoted to mak- 
ing amazingly lifelike prostheses for per- 
sons who have suffered major disfigure- 
ment from radical surgery for cancer, 
from burns or other accidents. Many of 
his prostheses cover areas more extensive 
than the remaining natural structure. 
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Wax models show progressive stages of an operation for 
parotid tumor. In the first two photos we see the incision, 
and the flap laid back to reveal the tumor area. In the next 
picture, we see the tumor and gland, and the branches of 


ginning in 1950, when he was brought to the hospital 
by Chauncey D. Leake, M. D., then director of the 
medical school to do a bust of Ashbel Smith, first dean 
of the Texas Medical College, predecessor to the 
medical branch. 

A native of Linden, N. J., Paderewski received his 
art training at Cooper Union and Columbia Uni- 
versity in New York City, where he supported him- 
self after graduation, and until he could get a foot- 
hold as a sculptor, by playing cello in symphony 
orchestras and show bands. During this New York pe- 
riod, he married a Galveston girl and moved to the 
island city in 1946, where he opened a ceramics 
studio. It was here that his work attracted the atten- 
tion of Dr. Leake, who gave him the commission 
for the bust of Ashbel Smith. 

On completion of this assignment, he stayed on 
to do a number of memorial plaques for the hospital. 
A plastic surgeon paused to watch him work one 
day and asked whether he would try his hand at wax 
display models to illustrate surgical technics for 
teaching medical students, and for use at conven- 
tions and meetings. 

It was almost inevitable that the next request 
would be to try to help, with prostheses, cancer 
victims disfigured by operations, and victims of burns 
and other accidents. 

As medical sculptor, a job created especially for 
him, Paderewski has made hundreds of prostheses, 
some of them for use by patients whose surgery has 
been so radical that reconstruction is more extensive 
than the remaining natural structure. 

Paderewski makes a plaster mask of the patient 
following the operation or accident, and builds up 
the missing part or parts with clay, working from a 
photograph of the patient. From this mask he makes 
a dental stone mold, and into this processes the 
plastic. 

The prosthesis is as light and thin as possible, and 
strikes a delicate balance between being mobile 
enough to follow naturally the slightest movement 
of the face, yet substantial enough to retain its body 
and shape. 

Color is built into the material as it is molded; it 
is not applied externally. The prosthesis, which is 
applied to the face by means of special adhesive, is 
easily put on in the morning and removed at bed- 
time. It lasts about four to six months. Paderewski 
keeps a color sample on hand for each patient, along 


the facial nerve. The nerve branches are wrapped around 
the tumor and gland; if one were snipped, the face would 
become paralyzed. In the last photo surgery has been com- 
pleted, and we see the closure, with drain tubes, bolsters. 


with the original mold, so that a new prosthesis can 
be made without the patient coming to the hospital. 

Not all prostheses, of course, are for the face, but 
these are the ones which challenge every aspect of 
the sculptor’s skill. It is more than giving a patient 
back a face—it is giving him back his face. 

The ear, the only external organ of the body con- 
structed almost entirely of cartilage, a substance 
which does not lend itself to repair, is practically im- 
possible to reconstruct surgically. Even the nose, with 
its small amount of cartilage, is very difficult. 

Not long ago, Paderewski was called from his stu- 
dio to attend a seaman burned in an explosion and 
suffering the loss of both ears. The sculptor made 
casts of the sides of the man’s head. Then he fashioned 
plastic ears which fit perfectly, and are backed by 
adhesive for easy attachment and removal. Now when 
the seaman walks down the street, no one can tell 
his ears are not his own. 

One farm boy who lost an ear in a tractor accident 
regularly receives a new prosthesis from the hospital 
in his mailbox, based on new size specifications he’d 
mailed in, and utilizing the color sample Pade- 
rewski keeps on file. 

Children born with only one eye go through a 
gradual stretching of the empty eye socket by means 
of a special gadget designed at the hospital. The de- 
vice, which resembles a collar button, increases and 
decreases tension by means of a screw. Worn with a 
shield, day and night for four to six months, it is 
completely painless, and can control the shape of 
the socket so that when the artificial eye is inserted, 
the user looks straight ahead, eyes in perfect focus. 

Silicone implants are used for small busts, depres- 
sions in the face, and other areas where relatively 
extensive buildup is needed. Paderewski has made 
plastic “plugs” to aid in the surgical reconstruction 
of noses and eyes congenitally absent. He has recon- 
structed the entire side of the face, including the eye, 
for patients with major disfigurement. Even these ex- 
treme cases of reconstruction defy all but the closest, 
or pre-informed, scrutiny. 

Art and music lovers will recall Paderewski as a 
sculptor, artist and musician. Others, who saw life 
lift its arm against them and knew the dry taste of 
dust in their mouths, will remember him as the man 
who reached out and lowered that arm to reveal 
life’s face—expectant, capricious, demanding—but 
still their most dearly desired friend. 
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QUESTION BOX 


Assisted by Dorothy W. Errera, R. N. 


Q. How long must an instrument which has been 
dropped on the floor during surgery be soaked, using 
Pheneen or Xephiran 1:1000? 

A. Both compounds are quaternary ammonium 
agents, and immersion for 18 hours is necessary. The 
instrument would have to be free of grease, oil, and 
dirt when immersed. 

If the instrument has been contaminated with 
blood or tissue fluid, the chemical agents will be 
impotent against the virus of homologous serum 
jaundice, which is a potential and undetected con- 
taminant of the blood stream. 


Q. What do you think of an instrument table draped 
like a tent with the ultraviolet lamps attached to 
keep the instruments sterile? 

A..Ultraviolet barriers have been used to prevent 
fallout of organisms on sterile instruments. It is my 
conviction that this type of protection is superfluous 
in a hygienic operating room, where the fallout on 
instruments sterilized specifically for the individual 
case is inconsequential. 


Q. When gloves are sterilized in ethylene oxide, is it 
necessary to position. them any particular way? 

A. There are no problems of air clearance in the 
ethylene-oxide sterilizer; hence positioning is not 
critical. Care should be taken, however, to avoid 
compression of articles being sterilized, which would 
interfere with diffusion of the bactericidal gas. 


Q. What can be used as a litter barrier other than a 
floor-recessed sponge? We are afraid that solution 
tracked over the floors will make them slippery. 

A. A litter barrier is a useful device when litters 
come from the ward and enter the operating room. 
A barrier at the entrance of the operating room 
is effective if it is long enough to insure a complete 
revolution of the largest wheel. Many hospitals have 
a dry pad inside the corridor to remove excess 
germicide. Others soon discover there is so little 
germicide carried on the tires that the slip hazard 
does not exist. 
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Q. Is it acceptable to clean spinal kits with distilled 
water only? 

A. Proteins, pyrogens and the contaminants are re- 
moved only when a good detergent is used. A non- 
ionizing detergent wash followed by a thorough rinse 
with distilled water will minimize the likelihood of 
reactions. 


Q. Cultures of our anesthesia equipment show a 
heavy growth of pseudomonas. The equipment is 
presently cleaned with pHisoHex. Should we change 
to 70 percent alcohol? 

A. Hexachlorophene, the active bactericide in pHiso- 
Hex, has no effect against gram-negative bacteria or 
the tubercle bacillus. Therefore, it is not a suitable 
detergent-germicide for disinfection of anesthesia 
equipment. Anesthesia equipment is terminally dis- 
infected by immersion in an iodophor containing at 
least 75 ppm of iodine. It is scrubbed while sub- 
merged by a worker protected with gown, gloves, 
and mask. The lumen of tubes, small channels, and 
similar hard-to-clean areas must be mechanically 
scoured. 

After cleaning, the instruments are submerged an 
additional 15 minutes to provide destruction of bac- 
teria. Fresh solution is used because the initial solu- 
tion usually is grossly contaminated with plugs of 
mucus and other material. At the end of the pro- 
cedure, the instruments are rinsed thoroughly with 
tap water and hung up to dry. 

If there are metal parts, a corrosion inhibitor 
should be added to the solution. Sodium nitrite, 2 
grams per gallon of solution, is effective as a corro- 
sion inhibitor for about 72 hours. 

Because anesthesia equipment is so common to 
many patients, it should be sterilized daily in an 
ethylene-oxide sterilizer to prevent the accumulation 
of dangerous organisms. Routine disinfection termi- 
nally, as described here, suffices for use throughout 
the day between cases. 


Q. What germicide should be added to the ice-maker 
in the hospital? 

A. Water in most communities is treated with a 
bactericide to control the spread of organisms, so 
that the water used in the ice-maker is no problem. 
The problem of contamination begins with the ice 
handling, storage, and so forth. The local public 
health department will furnish information on water 
treatment in the particular community. 


Q. Are electric razors or depilatories satisfactory for 
preoperative preparation of the skin? 

A. The electric razor does a poor job for a surgical 
shave. It does not remove desquamating epithelium, 
and clippings which scatter freely are difficult to 
contain. Depilatories are slow and time-consuming 
but are particularly useful on skin with dermatitis. 


Q. Is the consistent use of bactericidal soaps and 
detergents changing the flora of skin or its resistance 
to degerming agents? 

A. To date, there is no evidence to show development 
of such resistance. 
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AMSCO Professional Seminar Draws Capacity Attendance 


he AMSCO Professional Seminar on operating- 
ji service, held October 2-6 in Erie, Pa., was 
so popular that about 25 applications had to be 
turned down due to lack of accommodations. Using 
basically its own staff of consultant experts as faculty 
and charging a registration fee, American Sterilizer 
Co. proved again how well the hospital field will 
support an activity having as its goal the dissemina- 
tion of up-to-date “how to do it” information. Its 
first seminar, on central service, held several weeks 
before, was also capacity-attended, and 23 hospitals 
represented there sent O.R. personnel to this one. 

Highlighting the week’s program were the invited 
guest speakers. Earle H. Spaulding, Ph.D., chairman 
of the department of microbiology, Temple Univer- 
sity School of Medicine, Philadelphia, discussed 
chemical disinfection. He made the point that for 
emergencies alcohol is probably the most reliable 
disinfectant. However, he added, its disadvantages 
are: it dries the skin, can act only in solution, has 
to act quickly before it evaporates, and requires 
repeated applications. Also, he cautioned against us- 


ing alcohol to disinfect cystoscopes because it dis- 
solves the cement used in the scopes. 

He believes there is no chemical agent that will 
degerm skin better than alcohol—either ethyl or 
isopropyl. 

The virtue of hexachlorophene, Dr. Spaulding 
pointed out, is that layers of it can be built up on 
the skin. It has a residual benefit. He stated that it 
is not true that chemical compounds do not kill the 
hepatitis virus, but that it is unknown just which 
compounds will kill the virus, and how much time 
is required. One of his slides follows: 


Useful ‘Cidal’ Activity for: 


Vegetative Tubercle Bacierial 
Bacteria Bacillus Spores 
Quaternary NH; compounds + 


Mercurials —or + — — 
Phenolics + —or+ — 
Hexachlorophene + — — 
Todophors + —or+ — 
Alcohol + + —. 
Formalin—Alcohol + + + (hours) 
Ethylene Oxide + + + (hours) 


Chester W. Howe, M.D., associate professor of 
surgery, Boston University School of Medicine, 


Left: The buses await the ‘‘students’’ ready to take them 
back to the Lawrence Hotel for the night. 


Right: Edna Prickett (i.), supervisor of clinical research for 
American Sterilizer, Sr. M. Paula, O.R. supervisor, Andrew 
Kaul Memorial Hospital, St. Mary's, Pa., and ‘‘student” 
Bernice Lohrbach (r.), O.R. supervisor, Christ Community 


Hospital, Oak Lawn, Ill., look over her notes from the 
meeting. 


Far right: Each day, volunteers from the Homot Hospital, 
Erie, Pa., served as gracious hostesses and made ‘‘coffee 
breaks” pleasant and charming. 
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L. to r.: Darrell L. Gifford, vice president, AMSCO, the 
man who planned the seminar; Sr. Marie Claire, S.S.J., 
R.N., B.S., supervisor of O.R., C.S.R. and post anesthetic 
room, St. Vincent Hospital, Erie, Pa.; Chester Howe, M.D., 


spoke on postoperative infections. Some of his deft, 
scalpel-like comments follow: 

—A good O.R. supervisor is one who has the cour- 
age to correct surgeons who violate aseptic principles. 

—Most infection reports have dealt with epidemics. 
Sporadic infections probably outnumber epidemic 
cases. There is no evidence that the incidence of staph 
infection is any higher now than it ever was. 

—In burn patients pseudomonas has taken the lead 
from staph as the greatest cause of death from septi- 
cemia. This organism is also important in genitouri- 
nary infections. 

—Twenty to 70 percent of hospital personnel are 
carriers—a higher percentage than the average for 
the public as a whole. There is a possibility that a 
patient may become infected from his own nasophar- 
ynx, through the blood stream. 

—There is a strong evidence that the majority of 
serious wound infections are seeded in the operating 
room. The most important preventive measure is 
accurate, genile surgery (good hemostasis, no dead 
space, suturing without tension). 

Dr. Howe is currently studying pathways of infec- 
tion in selected cases, by culturing patients, person- 
nel, and the environment on the ward before surgery 
(e.g., nose, skin, feces, air, bedding, floors, and so 
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associate professor of surgery, Boston University School 
of Medicine, and John Perkins, vice president of research 
and development, AMSCO, go over notes on ‘Technic C’’ 
which Sr. Claire described at the seminar. 


forth) and in the O.R. during surgery (nose, skin, air. 
floor, gloves, patient’s blood, wound, and so forth). 
Comparing the bacteriophage patterns of staph from 
these cultures with those from wound infections 
which later develop helps pin down the source of in- 
fection. 

Once good environmental management (good house- 
keeping) is established, Dr. Howe emphasized, people 
become the main spreaders of infections, and “we 
should direct our main attention toward ourselves in 
their prevention.” 

Later in the week Edna Prickett, R.N., supervisor 
of clinical research for AMSCO, discussed nursing 
technics in operating theaters. She showed a film 
for the Association of Operating Room Nurses to 
illustrate one technic. She stimulated those attend- 
ing the seminar to think about different ways of ac- 
complishing the same results. She demonstrated ef- 
fectively that there may not be only one answer 
to a problem; that there often is no cut-and-dried 
yes-or-no answer. Operating -room persennel should 
examine various technics and various solutions to 
problems and adapt to changes, she declared. 

Amsco plans to hold other seminars in the future. 
Judging from the first two, they will be filling 
a need. 


| 


Coffee and conversation is shared by Carl W. Walter, M.D., 
who conducted the institute for operating room nurses, 
with Marion |. Hanson (left), head nurse, central service, 
Veterans Administration Hospital, Seattle, and Martha Flan- 
agan, central supply supervisor, University of Washington 
Hospital, Seattle. Registrants from seven states and several 
Canadian provinces attended the five-day meeting. 


Mary Smith, assistant supervisor of operating room, recov; 
ery room and central service department, St. Paul’s Hos- 
pital, Vancouver, B.C., pauses to chat with Sister M. 
Barbara (center), supervisor of central supply, and Sister 
M. Bartholomew, operating room supervisor, Holy Rosary 
Hospital, Ontario, Ore. 


Absorbed audiences were typical of the sessions at the 
institute. On the right, Major Alice M. Metzer, instructor, 
basic operating room nursing course, Letterman General 
Hospital, San Francisco, talks to a friend after the 
meeting. 


Seven States 
Represented at 


Dr. Walter's Institute 


The fall Institute of Operating Room Nurses, con- 
ducted by Carl M. Walter, M.D., attracted over 120 
registrants to the University of Washington School of 
Medicine in Seattle, Wash., September 18-22. 

Participants came from Alaska, California, Idaho, 
Montana, Oregon, Washington, Wyoming, and several 
Canadian provinces. 

The institute, sponsored jointly by the Washington 
State Health Department, hospital association, the 
Washington AORN, and the Health Sciences Division 
of the University of Washington, featured lectures 
and demonstrations organized to emphasize the facts 
and principles upon which modern aseptic technic has 
been built. 

Dr. Walter, associate clinical professor of surgery, 
Harvard Medical School, and surgeon, Peter Bent 
Brigham Hospital, Boston, Mass., was assisted during 
the five-day meeting by Mrs. Dorothy R. Errera, R.N. 
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Sister M. Dorothy (left), nursing service administrator, St. 
Anthony's Hospital, Wenatchee, Wash., and Sister M. 
Helena, director of nursing service and surgical supervisor, 
Ketchican (Alaska) Hospital, check program for next session. 


John B. Drake, senior consultant, hospital nursing section, 
State of Washington, Department of Health, enjoys coffee 
and cake, and a review of a demonstration lecture, with a 
fellow conventioneer. 


San Antonio AORN Holds First Institute 


“New trends in Packing and Sterilization of Sup- 
plies,’ San Antonio AORN’s “first-time” learning 
project was held September 30, and voted an un- 
qualified success by hospital personnel who came as 
far as 300 miles to attend the Texas institute. 

The only complaint was that it was too short; most 
said they would like the next institute to run two 
days—a suggestion duly noted by Major Helen M. 
Lundahl, ANC, chairman of the program planning 
committee. 

Registrants included representatives from 39 hos- 
pitals, three schools of nursing in San Antonio, and 
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military nurses from the advanced courses of the 
Medical Field Service School at Fort Sam Houston. 
Central supply, obstetrical, and emergency room 
nurses, and many administrators and superintendents 
of nursing joined the operating room nurses to swell 
the total attendance at the institute to over 200 
persons. 

Twenty-five supply and equipment companies com- 
plemented the program with exhibits, and profession- 
al films were run in two viewing rooms throughout 
the day. The entire program was taped and trans- 
ferred to longplaying records. 


Student nurses joined the more than 
200 persons who attended San An- 
tonio AORN's first institute. Nurses in 
other departments of the hospital, ad- 
ministrators, and superintendents of 
nursing were also among the audi- 
ence. The subject, ‘‘New Trends in 
Packaging and Sterilization of Sup- 
plies... The consensus, ‘‘Topnotch; 
let's make the next institute two days 
instead of just one."’ 
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Denver, Colorado 


February 19-22, 1962 


Preliminary Program — 9th Annual Congress 


Association of Operating Room Nurses 


MONDAY, FEBRUARY 19 
Morning Sessions 
Junior and Grand Ballrooms 


Presiding: Frances E. Reeser, R.N., O.R.S., Bronx Veterans Hospital, Bronx, 
N.Y.; Vice-President, Association of Operating Room Nurses 


8:45 - 8:50 Welcome from AORN of Denver 
Dorothy Vickery, O.R. Head Nurse, Denver Generel Hospital, and President, 
Association of Operating Room Nurses of Denver 


8:50 - 8:55 Invocation 
Elmer C. Elsea, D.D., Central Presbyterian Church, Denver 
8:55 - 9:20 Musical Numbers 


“The Medichords,” Glee Club from Fitzsimons General Hospital, Denver, 
directed by Capt. James Billingsley 


9:20 - 9:50 Opening of Congress 
Ethel I. West, R.N., O.R.S., El Camino Hospital, Mountain View, Calif.; 
President, Association of Operating Room Nurses 
9:50 - 10:00 Greetings 
| Mayor Richard Batterton, Denver 


| 10:00 - 10:15 Welcome from the Surgeons of Denver 
Robert Spencer, M.D., Outgoing President and Member of Executive Com- 
mittee, Denver Academy of Surgeons 


| 
10:15 -11:00 Keynote Address: Stimulate, Educate, Evaluate 


Father Elmer Trame, S.J., Professor of Sciences, Regis College, Denver 
| 11:00 Official Opening of Exhibits 
Representative from Hospital Industries Association 


| 11:00 - 3:00 Viewing of Scientific and Technical Exhibits 
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3:00 - 4:30 
3:00 - 4:00 
3:00 - 3:40 
3:40 - 4:30 
8:30 -11:00 
8:30 - 11:00 
11:00 - 3:00 
3:00 - 4:00 
4:10 - 5:00 
3:00 - 3:45 
3:50 - 5:00 
3:00 - 5:00 
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Afternoon Sessions 
Junior Ballroom 


Outpatient Surgery and Emergency Room Planning 
Robert H. Kennedy, M.D., New York City, Director of Field Program, 
Committee on Trauma, American College of Surgeons 


Grand Ballroom 


Cardiovascular Surgery 


Heart-Lung Machines - Principles and Applications 
John Grow, M.D., Denver 


What's New in Cardiovascular Research 
John Wilson, M.D., Denver 


Nursing Specialties in Cardiovascular Surgery 
Kay Lundin, R.N., Instrument Nurse, Denver 


Empire Room 


Preparation of the Skin for Surgery 
Joseph M. Miller, M.D., Chief, Surgical Service, VA Hospital, Baltimore 


Ventricular Jugular Shunt for Treatment of Hydrocephalus 
Harry Boyd, M.D., Denver 


TUESDAY, FEBRUARY 20 
Junior and Grand Ballrooms 


Analysis and Preparation of Technical Aide Programs - An Approach to 
Problem-Solving Within the AORN 
Presiding: Loraine Sleeth, O.R.S., General Rose Hospital, Denver 


Supervision and management of discussion period: James Quigley, Director 
of Student Affairs, University of Colorado, Boulder 


Empire Room 
Scientific Film Program 
Viewing of Scientific and Technical Exhibits 


Afternoon Sessions 
Junior Ballroom 


Photocoagulator: A New Technic and its Uses 


Arthur Starr, M.D., Head, Department of Ophthalmology, Mercy 
Hospital, Denver 


Metals and Body Tissues 
James Miles, M.D., Chairman, Department of Orthopedics, School of Medicine, 
University of Colorado, Denver 


Grand Ballroom 


Real and Fancied Dangers in the Administration of Oxygen 
Allan Hurst, M.D., Inhalation Therapy Consultant, Denver 


Safeguards Against Hazards of Anesthetic Agents in the O.R. 
George J. Thomas, M.D., St. Francis Hospital, Pittsburgh 
Empire Room 


Hazards of Radiation 
Maj. Jack Fitzpatrick, Commanding Officer, Tuberculosis Ward, Fitzsimons 
General Hospital, Denver 
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11:00 


3:00 


3:40 


8:30 - 11:00 


8:30 - 11:00 


8:30 - 11:00 


3:00 


3:35 


4:15 


WEDNESDAY, FEBRUARY 21 
Junior Ballroom 


Panel: Views and Review on Sterilization of Supplies 
Moderator: Jerry Peers, O.R.S., University of California Hospital, Los 


Angeles 
Panelists: John J. Perkins, Vice President, Research and Development, 

American Sterilizer Co., Erie, Pa. 

Velma Chandler, Ph.D., Ethicon, Inc. 

Gavin Hildick-Smith, M.D., Associate Director, Clinical Research, 
Johnson & Johnson, New Brunswick, N.J. 

Virginia Tyler Rockwell, R.N., Bridgeville, Pa., Member, AORN 
National Committee on Education 


Grand Ballroom 


Panel: The Student - the Graduate - the Future 


Student Experience 
Susanna L. Chase, R.N., Director, Bureau of Nursing Research, University 
of Colorado School of Medicine, Denver 


What We Need in O.R. Nursing Education 
(Speaker to be announced) 


The Graduate and the Future 

(Speaker to be announced) 

The Surgeon's Viewpoint 

Herbert Willy Meyer, M.D., Rancho Santa Fe., Calif. 


The Student's Viewpoint 
Inge Stark, Student, St. Joseph’s Hospital, Denver 


Empire Room 


Links in the Chain of Infection Control 
(Subjects to be covered include laundry practices, care of walls, care of 
contaminated linen) 


Viewing of Scientific and Technical Exhibits 


Afternoon Sessions 
Junior Ballroom 


Cancer Surgery 

Use of Teflon Prosthetics to Bridge Defects Following Surgery 

H. Mason Morfit, M.D., Associate Professor of Surgery, University of 
Colorado School of Medicine, and Director, Bonfils Tumor Clinic, Denver 


Perfusion Technics in Cancer Treatment 


David Kramish, M.D., Assistant Professor of Surgery, University of Colorado 
School of Medicine, Denver. 


Quackery in Treatment of Cancer 
B. T. Daniels, M.D., Denver 
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Grand Ballroom 
3:00 - 5:00 Panel: Problem Areas in Small Hospitals 


The Combination Supervisor (Operating Room, Recovery Room, Central Supply) 
Sister Marie Kevin, R.N., De Paul Hospital, Cheyenne, Wyo. 


Enforcement of Staff and Hospital Regulations 

John Gramlich, M.D., De Paul Hospital, Cheyenne, Wyo. 

Non-Professional Staff Members 

Betty Thomas, R.N., O.R.S., Swedish Hospital, Denver 

Central Service Department 

Carol Larson, R.N., Central Supply Supervisor, Denver General Hospital 
Methods of Functioning for Infection Control Committee 


Edna Prickett, R.N., Supervisor of Clinical Research, American Sterilizer 
Co., Erie, Pa., 


Empire Room 
3:00 - 5:00 Aids for the Eye-Minded 


Types of visual aids that are easily made and used 


Demonstration of how to make visual aids: slides, transparencies, lettering 
and chart picturing, graphs 


Charles Stanley, Director, Department of Health Education, Denver General 
Hospital 


WEDNESDAY, FEBRUARY 21 


Special Program for Nonprofessional 
Personnel - for one day only 


Terrace Room 


8:30 - 11:00 Basic Aseptic Technics (including draping and care of instruments) ’ | 


Barbara Bradenkamp, R.N., Head Nurse, Operating Room, VA Hospital, 
Denver, with the assistance of a technical aide 


11:00 - 3:00 Viewing of Scientific and Technical Exhibits 

3:00 - 3:40 Anatomy of the Abdomen 

Robert Brittain, M.D., Chief Resident Surgeon, VA Hospital, Denver 
3:40 - 4:10 Anesthesia and the Patient 

Amy Higgins, C.R.N.A., Arneil Clinic, Denver 
4:10 - 5:00 Operating-Room Ethics 

(Speaker to be announced) 

THURSDAY, FEBRUARY 22 
Grand Ballroom 

8:30 - 11:00 Program by AORN National Committee on Education 


New Film on Plastic Surgery 


2:00 - 4:00 Program on Personnel Management 
(Speaker to be announced) 
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HIGH VACUUM 
CONTROL SYSTEM 


brings these : 
major 
advantages 
Pe your sterilizing 
i“ | program... 


SAF Sterilization is reduced to a 
mathematical certainty. Maximum removal of 
air with full steam penetration is assured. 
There can be no doubt! 


HIGHER CAPACITY. . «Sterilizers 
may ‘be loaded to full capacity . . . an increase 
of about 25% for every existing dry goods 
sterilizer. 


HIGHER SPEED...Typical dry 
c is 15- 20 minutes from start to 


used routinely for fabric sterilization, with less 
deterioration than by conventional methods. 


Lil . Shorter exposure 
‘higher means that sterilized 
goods last longer... you save on replacement 
costs. 


WIDER APPLICATION... Air 
evacuation is so efficient, the cycle so shortened, 


ish. Com pare this with the 60-to-120 minute 
cycles now in use. 


FITS UNITS NOW IN USE. 
Exclusive console design permits conversion 
of most existing field sterilizers . protects 
your investment by extending the usefulness 
of present equipment. 


that it now becomes routine procedure to proc- 
ess many items formerly difficult or impossible 
to sterilize in steam. 


POST-VACUUM DRYING. 

Vacuum evacuates all steam and condensate at 
cycle’s end. Load is completely dry, cool, and 
safe from contamination... before sterilizer door 


is opened. 
HIGHER TEMPERATURE... 


Fast-killing temperatures up to 275° F. canbe WRITE TODAY FOR COMPLETE DETAILS. 


witmor CASTLE COMPANY, 1812 E. Rd., Rochester 2, N. Yo 


92 For further information see postcard opposite page 126. 
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Keys to Good 
Inhalation Therapy 


ost hospitals have invested a 
fair sum of money in inhalation 
therapy equipment, which falls into 
many categories as to type, princi- 
ple of operation, and handling. But, 
whatever the equipment, it cannot 
function at its best without these 
four keys to good inhalation ther- 
apy: 
(1) Proper handling of equipment 
(2) Proper storage facilities 
(3) Proper maintenance 
(4) Proper cleaning and sterili- 
zation. 


Proper Handling 

The term “proper handling” car- 
ries many connotations. Almost any 
piece of equipment in the hospital 
can be damaged by _ improper 
handling. For example, someone 
pushing a piece of equipment into 
the central service area might 
shove a tent against the wall. This 
could damage the tent canopy sup- 
port bracket, or possibly rip the 
canopy. 

Many times a regulator with the 
humidifier still attached (and still 
containing water or other liquid) 
is removed from a_ high-pressure 
cylinder and then carelessly placed 
in a horizontal position. The liquid 
could then run up into the flowmeter 
or flow gauge and possibly into the 
high-pressure regulator. 

We have a job to do in educating 


*Mr. Gish is in the research and develop- 
ment department of Puritan Compressed Gas 
Corp. He is an instructor, Department of 
Surgery (Anesthesiology), University of 


nsas Medical Center; an industrial mem- 
er of the American Association of Inhala- 
tion Therapists and a member of the Amer- 
ean Registry of Inhalation Therapists. This 
article is based on a talk given at the central 
Service supervisors’ meeting during the 1961 
convention of the Mid-West Hospital Asso- 
tiation in Kansas City. 
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By Gareth B. Gish* 


ourselves—and others—on the prop- 
er handling of equipment. 


Proper Storage 

When it comes to proper storage, 
the central service supervisor is us- 
ually in a position to control this 
situation. Perhaps the department 
does not have as much storage space 
as it needs, but at least the super- 
visor can oversee more closely the 
way in which the equipment is taken 
care of while not in use. 

Regulators, humidifiers, flowme- 
ters and tents should all be stored 
ready for use, so that when they are 
needed, it isn’t necessary to forage 
around, taking parts from other 
equipment, until finally all the bits 
and pieces have been gathered to- 
gether to put the unit into use. 

This point could also come under 
“proper handling,” because the 
wrong method of storage usually re- 
sults in damage. 

Tents, IPPB machines, regulator- 
flowmeters, flowmeters and humidi- 
fiers can be—and must be—properly 
stored to insure proper operation 
when the equipment is needed. Many 
hospitals have set up wall-boards to 
which regulator-humidifiers can be 
fastened by a firm mechanical at- 
tachment. Tents and pedestal-type 
IPPB machines are placed out of 
the line of traffic and covered when 
not in use. Flowmeters and empty 
humidifiers or nebulizers for piped 
installation should be placed in a 
storage cabinet until needed. 

The problem of finding a place for 
storing equipment in a hospital has 
been with us since central service 
was started. To many who have been 


Central 
Supply 


handling equipment in an efficient 
manner, this advice may seem 
obvious, but a review of basic knowl- 
edge acts as a reminder to handle 
and store equipment properly so that 
the patient who needs it will get a 
unit in first-class condition. 


Proper Maintenance 

In preventive and _ operational 
maintenance, hospital engineers can 
often be of assistance. Establishing 
a preventive maintenance schedule 
is of utmost importance. The best 
piece of equipment can endanger a 
patient’s life if it is not functioning 
properly when needed. Furthermore, 
preventive maintenance can easily 
save money for the department, just 
as proper handling and proper stor- 
age result in saving of time and 
money. 

First, a routine must be estab- 
lished for maintenance, just as it 
is for proper handling and storage. 
A record should be kept on each 
piece of equipment, indicating how 
much service the unit has given 
(that is, the approximate number of 
hours of use). This record should al- 
so include a procedure which calls 
for a schedule of duties to be per- 
formed at fixed intervals, or after so 
many hours of use, depending upon 
which comes first. 

For instance, even though an oxy- 
gen tent may not be used for four 
months, it should still be checked at 
least once a month to make sure that 
the refrigeration unit and the tem- 
perature control are functioning 
properly, and that the filter has not 
been removed or the canopy taken. 

(Continued on next page) 
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If the tent has had a lot of use, 
the proper keeping of temperature 
records while in use will provide a 
quick daily check on its function- 
ability. Immediately after use, the 
condenser coil and the cooling coil 
should be cleaned. The filter should 
be changed, and the blower motor 
which circulates the air within the 
canopy should be cleaned and oiled. 

Too often complaints are received 
that the tents run too hot—that is, 
the temperature of the air under the 
canopy around the patient is warmer 
than desired. There are usually five 
reasons for this, and any one or any 
combination of the five may be re- 
sponsible: 

(1) The condenser coil in the com- 
pressor compartment of the oxygen 
tent (a coil like the one on a re- 
frigerator outside of the cold cham- 
ber) may have become covered with 
lint and/or dust. 

(2) The blower motor, which 
pulls air from under the canopy and 
blows it over the cooling coils and 
back under the canopy, may be run- 
ning inefficiently, or not at all. 

(3) Lint from the bed linens may 
be trapped on the cooling coils, 
thereby keeping the air from circu- 
lating over the coils, or too large an 
area of the coils may be blocked for 
efficient cooling to take place. 

(4) The temperature control may 
be out of calibration, or not func- 
tioning at all. 

(5) Last but not least, refrigerant 
gas may have been lost from the 
compressor circuit, or the compres- 
sor itself may not be functioning. 

What can central-service person- 
nel do? The condenser coils can be 
cleaned; the blower motor can be 
oiled; filters can be changed; usually 
the cooling coils can be cleaned; and 
the temperature control can be 
checked. If the above functions and 
checks are performed, either the hos- 
pital engineer or a local refrigera- 
tion mechanic can check the tent to 
see what is wrong and take the 
necessary steps to get the equip- 
ment back in running order. 

It is apparent that four of the 
above failures can be prevented or 
quickly discovered if proper main- 
tenance schedules are _ followed. 
Every repair or service check to a 
piece of equipment should be listed 
on the’ preventive maintenance 
schedule or service record. If this is 
done, it can quickly be ascertained 
that the upkeep of some equipment is 
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becoming more costly than a replace- 
ment. 

If the department has equipment 
for which no repair and maintenance 
information is recorded, the super- 
visor should get in touch with the 
hospital’s supplier and give him the 
model number and serial number of 
the unit. The supervisor should not 
write and ask for the latest service 
information on the X-Y-Z oxygen 
tent. The X-Y-Z company may have 
been making oxygen tents for 25 
years and have 15 models, or series. 
By the time the information wanted 
is received, the supervisor is out of 
patience and thinks the company 
does not know what it is doing, or 
has done, and the equipment is still 
sitting in the corner collecting dust 
and acting as a constant source of 
irritation. 

If a specific model or serial num- 
ber cennot be given, a quick sketch 
should be made which shows per- 
tinent features, outlines, or location 
of controls. 

Next, we would like to comment 
briefly on maintenance of high-pres- 
sure equipment. An oxygen regula- 
tor is subject to internal wear just 
as a watch is. After a considerable 
period of use, the regulator can get 
out of adjustment. Since this type of 
equipment takes special repair tools 
and expert knowledge, it should be 
turned over to the dealer or supplier 
for return to the factory if neces- 
sary. There it can be checked from 
top to bottom, and restored to the 
proper operating condition, so that 
it is accurate when it is returned. 

The accuracy of equipment can be 
determined by using readily avail- 
able materials—but the individual 
checking the equipment should be 
sure that he knows what he is doing. 
Moreover, it should be remembered 
that there are tolerances, or limits 
of accuracy, which equipment is 
manufactured to meet, and the great- 
er the accuracy required, the higher 
the cost. Many units are made'to a 
tolerance of plus or minus 10 per- 
cent, and this is considered within 
the normal limits of accuracy. How- 
ever, if the unit is more than plus 
or minus 10 percent in its readings, 
it should be returned for repair. 

Another type of equipment that 
can be a source of complaint is in- 
termittent positive-pressure breath- 
ing apparatus (known as IPPB). 
Many of these troublesome com- 
plaints could be avoided if depart- 


ment personnel took the time to 
read carefully the operating instruc. 
tions which come with each unit. The 
information in these manuals was 
compiled for their benefit. Moreover. 
the manufacturer’s representative 
in the area is an excellent source of 
information. If he does not have the 
answer, he can get it. 

All of the manufacturers put forth 
much time and expense in compiling 
the instruction and operating man- 
uals, for three reasons: (1) to give 
the patient proper treatment; (2) 
to help the purchaser keep this 
equipment in top operating condi- 
tion, and (3) to enable the supervisor 
to answer questions from the patient 
floors. 


Proper Cleaning, Sterilization 

Regarding the cleaning and steril- 
izing of equipment, it should be re- 
membered that equipment pur- 
chased a few years ago should not be 
expected to have features for which 
the need did not exist at that time. 

Some supervisors we have met 
in traveling around the country were 
unhappy because equipment made 
until just recently does not have 
these features which today are con- 
sidered necessary. Apparatus which 
has been used for inhalation therapy 
for many years suddenly is asked 
to perform certain functions or have 
certain features which did not exist 
at the time it was manufactured and 
sold. 

Today it is possible to buy neb- 
ulizers and humidifiers which can 
be autoclaved or gas-sterilized, de- 
pending upon the system of sterili- 
zation the individual hospital em- 
ploys. Even though most older units 
can be gas-sterilized, not many hos- 
pitals have installed this equipment. 
Therefore, some present lines of 
equipment have been designed to 
meet the most common _ hospital 
method of sterilization, which is by 
use of the steam sterilizer. 

When practical manufacturers will 
offer equipment that can be sterilized 
by steam, this is one way they can 
do their part in helping to lower 
the incidence of nonsocomial infec- 
tions. 

When equipment is returned to 
the central service department, it 
should be cleaned according to the 
instructions of the manufacturers. 
It is essential to make sure that 
medications are removed from the 
nebulizers, and that the nebulizers 
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are cleaned by running distilled 
water through them. Nebulizers 
should be operated with distilled 
water to make sure the jets do not 
become plugged by dried medica- 
tions. 

Humidifiers and nebulizers should 
be operated with distilled water 
whenever possible. They will give 
better service. The distilled water 
does not have to meet the require- 
ments of distilled water for paren- 
teral injections. It may be pur- 
chased locally or obtained from a 
simple hospital still. 

The proper use of equipment will 
result in longer, trouble-free service. 
This principle applies to tents, IPPB 
equipment, and humidifiers. Every 
central service supervisor knows 
how difficult it is to clean a syringe 
in which blood has been permitted 
to dry. This is an example of im- 
proper handling and cleaning im- 
mediately after use. Likewise, the 
use of certain wetting agents in 
nebulizing apparatus leads to non- 
function, much of which is due to 
improper handling of the equipment 
while it is in use. The best way 
is to use good procedures, done in 
time on modern equipment. 


ingame, 


Mary 


SURGICAL BLADES ARE SHARPER! 
TRY THEM AT OUR RISK! 


If you are paying ‘‘premium"’ 
prices for ‘‘name brand'’ blades, 
try our KEEN-EDGE. They are made 
for us by one of the nation’s best 
known manufacturers identical in 
quality to bis higher-priced brand. 
Only the name and price are dif- 
IN 50-GROSS LOTS 
IN STERILE, STAINLESS-STEEL, ALSO 
(at slightly higher prices) 
Now you can use ‘‘KEEN-EDGE'"' blades just as they come from the package-— 
guaranteed sterile. These new, sterile blades are made of stainless-steel, a new 
type that keeps an edge as well as the ordinary, carbon steel blades that you 


ferent. All numbers available—in 
envelopes or rack-pack. Order oa 

have been using. Slightly higher in price than ordinary carbon steel. Let us 
Quote. Each lot of blades is given bacteriologic tests to insure perfect sterility. 


gross today, try them. If you are 
WOCHER’S 


not satisfied send the rest back— 
the trial has cost you nothing. 
Complete Hospital Supply 
609 College St. Cincinnati 2, O. 


Priced at $15.00 per single gross. 


$1 49° 


AS LOW AS 
December, 1961 


Officers of the Bay Area Central 
Supply Nurses’ Association are 
shown at a recent meeting, held at 
Children’s Hospital, San Francisco. 
Seated (1. to r.): Mrs. Virginia Cook, 
R.N.. central supply supervisor, Chil- 
dren’s Hospital, president; Mrs. Pat- 
ty Mahoney, R.N., central supply 
supervisor, Peninsula Hospital, Burl- 
treasurer; 
R.N., central supply supervisor, St. 
Mary’s Hospital, San Francisco, sec- 
retary. Standing: Charles T. Byerly, 


Murphy, 


Bay Area C.S. Nurses’ Group Holds Monthly Meetings 


central supply supervisor, University 
of California Medical Center, San 
Francisco, program chairman. The 
organization, which has been active 
for several years, last spring became 
affiliated with the National Associa- 
tion of Central Service Personnel. 
Guest speakers are featured at the 
group’s regular monthly meetings, 
which have had an average attend- 


ance of 24 since January, 


1961. 


Auxiliary membership is available 


to personnel who are not nurses. 


THE WALKER BAG 


The only one piece, inexpensive, completely dis- 
posable Enema Bag in the market. 


BAG 
WITH GRADUATIONS N 


Patent Pending 


Nothing to assemble e A 2000cc graduated bag 

and flush tube, complete with clamp and lubricant 

e Self sealing zipper enables nurse to administer 

enema without hangers. 

Lis WALKER INDUSTRIES 
Box 984 Evanston, lil. 

ALSO AVAILABLE—THE WALKER “BE” BAG, FOR X-RAY 
BERIUM ENEMA ADMINISTRATION 
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BLOOD BANKS 

(Continued from page 63) 
tent was studied with iodine-131 la- 
beled incomplete antibody, known as 
anti-Rho(D). 

Rho(D)-positive red cells were 
treated with an enzyme, and the 
treated cells, along with additional 
untreated cells, were exposed to 
the radioactive anti-Rho(D). The 
amount of radioactivity taken up by 
the enzyme-treated cells was almost 
twice that bound by the untreated 
cells. 

Rho(D)-negative cells treated in 


the same fashion did not take up 
significant amounts of I-131, indi- 
cating that this result was specific 
for only Rho(D) -positive cells. 
Studies on the stability of the “ex- 
tra” antibody bound to the enzyme- 
treated cells suggest that the con- 
tent of Rho(D) antigen demonstrable 
on the intact red cell represents on- 
ly about half the total antigen. 
Clinically, the findings support the 
possibility of improving technics for 
determining whether a man’s Rh- 
positiveness is due to one gene or 
two, and hence whether some of 


1960 Edition 


CENTRAL SUPPLY 


Available Now 


@ CENTRAL SUPPLY YEARBOOK 
VOLUME NUMBER 3 


80 pages - spiral bound - $2.00 


Partial List of Contents Includes: 


New CSR 
Yearbook 


Published by 
Hospital Topics, Inc. 


HOSPITAL TOPICS, INC. 
30 W. Washington St. 


| would like to order 


Name——— 


Title 


Hospital—— 
Address—— 
City 


Nurse Plays Vital Role in C. &. R. 
Sterilization of Cystoscopy Instruments 

Efficient Storage of Fracture Equipment 
Study of Disposable Syringe Units 

Planners Review Efficiency of C. S. R. 
Thermo-Plastics in Patient Care Devices 

Care of Stainless Steel Equipment 
C. S. R., Nerve Center of Community Hospital 

“O & O” Department Solves a Problem 


Chicago 2, Ill. 
copy (s) of 
CENTRAL SUPPLY YEARBOOK, Volume 3 — $2.00 per copy: 


ENCLOSE CHECK OR MONEY ORDER 


his children will be Rh-negative oy, 
all will be Rh-positive. This is a con- 
sideration in family planning for 
couples in which the wife is Rh- 
negative, the husband Rh-positive. 


PATHOLOGISTS 
(Continued from page 65) 

motivated to follow our recommen- 
dations, not because we are skillful 
at persuasion. I suspect that many 
of us practice the specialty of path- 
ology because we are by nature in- 
trospective, and may subconsciously 
resent having to work with and de- 
pend on others. 


Poor Planning Now 
Hampers Lab Future 


George Z. Williams, M.D., National 
Institutes of Health, Washington, 

Inadequate laboratory space is the 
most plaguing problem in today’s 
hospitals. Government standards for 
laboratory construction are general- 
ly unrealistic, based on needs of 
many years ago. 

The fundamental problem facing 
pathologists in designing new lab- 
oratory space is to know exactly 
what kind of demand will be placed 
on them in the next 10 to 15 years. 
Plans should take into account future 
needs of the community, eg. 
whether there will be a continued 
trend toward outpatient treatment, 
and less use of inpatient treatment. 

Consideration should be given to 
changing disease patterns in a com- 
munity, particularly in an urban 
area, where the influx of various 
ethnic groups might alter the present 
balance. 

In planning new space, the pa- 
thologist must be aware of new tech- 
nics, even if they are only in the 
formative stages at the time of con- 
struction. 

Consideration of the space needs 
of the persons working in the labora- 
tory is essential. This should in- 
clude not only the space needed 
when working at a machine, but 
also provision for a place to get 
coffee. Space for professional per- 
sonnel should include not only of- 
fices but also room to allow them 
to pursue research. Qualified per- 
sons will not be attracted to |abora- 
tories where research is not pos- 


sible. 


Hospita! Topics 


: ! 
j 
: 
: 
| 
| H 
i 
— 
; 
+ 
a | 
: 
3 
: 
i 
| 
1 a 


nmen- 
skillful 

many 

path- 
ire in- 
siously 
id de- 


ational 
ington, 


is the 
today’s 
rds for 
neral- 
eds of 


facing 
lab- 
-xactly 
placed 
years. 
future 

eg., 
1tinued 
tment, 
tment. 
ven to 
a com- 
urban 
various 
present 


ne pa- 
v tech- 
in the 


f con- 


needs 
abora- 
id in- 
needed 
1e, but 
to get 
per- 
aly of- 
y them 
d_ per- 
‘abora- 
i pos- 


| Topics 


December, 1961 For further information see postcard opposite page 126. 


— 


CONDUCTIVE SHOE CO. 


Longest wearing shoe insert—Free Replacement of Heel or Sole Strips 


Now the New 


PROTECTIVE 
against 
“Hospital Staph”’ 


SOFT 
Cool and Resilient 


WASHABLE 
Ankle Wrap Type SEE US AT BOOTH 36 “tant in ay ton 
for Men AORN CONVENTION, DENVER for Men and Women 


CONDUCTIVE SHOE CO. 


P. O. Box 437 
WEST HARTFORD, CONN. 
Phone ORchard 7-1714 
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Constant Research for Quality Products 

= 


BUYER’S 


For further ixforme- 
tion on any of the 
products, please check 


801. Linen truck 

High strength, alloy aluminum linen truck 
combines strength to carry large linen 
loads, light weight for easy mobility. Of- 
fered in a 14-compartment size (Model 
2114) with a linen capacity for 40-46 beds; 
9-compartment Model 2113 accommodates 
32-36 beds. Welded construction with 
shelves bolted in place. All rolled edges. 
Continuous bumper completely encircles 
base of truck. Jarvis & Jarvis Div., United 
Service Equipment Co., Inc., Palmer, Mass. 


802. Scanner 


New Model 1705 Dual Scanner produces 
both printed and photographic records of 


radioisotope distribution in body organs. ° 


Used as diagnostic aid in studying patho- 
logical conditions, planning surgery, de- 
termining organ bulk to calculate proper 
dosage. May be used to study thyroid 
gland, liver, spleen, other organs. Operator 
can delineate areas where isotope con- 
centrations differ by as little as 10 to 20 
percent. Nuclear-Chicago Corp., 359 E. 
Howard Ave., Des Plaines, III. 


GUIDE 


803. Label 


Newly developed 
pressure sensitive 
label offers superior 
function at tempera- 
tures below 30°F. Said 
to be ideal for broad 
range of products in- 
cluding drugs, chem- 
icals, frozen foods. Re- 
quire no moistening. 
Stick to most surfaces 
with finger-tip pres- 
sure. Avery Label Co., 
1616 S. California 
Ave., Monrovia, Calif. 


804. Stethoscope 


Stethoscope with three 
chest pieces on rotat- 
ing turret is said to 
give finer amplification 
of heart sounds, mur- 
murs. Each chest piece 
amplifies certain 
sounds, can be flipped 
instantly into correct 
listening position. One 
head is flat diaphragm 
type which accen- 
tuates high frequen- 
cies, filters lower 
range _ frequencies; 
second, a corrugated 
diaphragm, t remen- 
dously amplifies low 
frequency gallop 
sounds. Third head is 
metal bell, particularly 
useful in fitting in 
smaller areas. Ear 
pieces are of Teflon 
plastic. Taylor instru- 
ment Companies, 95 
Ames St., Rochester 1, 
N.Y. 
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the Buyer’s Guide 
number on the reply 
card opposite page 126. 


805. Safety crib 


New szfety crib is said to eliminate haz- 
ard of child injuring himself by climb- 
ing side or end and falling out. An upper 
section of heavy-gauge, transparent Mylar 
film extends above sides, ends of crib. 
Eliminates need for nets, halter, other 


frustrating mechanical restraints. Fitted 
to eliminate any finger, toe holds. Side 
panels telescope upward, lock automati- 
cally to allow easy access to child when 
side of crib is lowered. Recessed plates 
guard triggers of crib-opening device re- 
lease mechanisms from the child.The Hard 
Manufacturing Co., Box 427, Buffalo 5, 
N.Y. 


806. Safety belt 


Conductive safety belt is designed to elim- 
inate danger of static electricity. Nylon- 
Ductive belts are made of _ specially 
woven, treated high quality nylon in green 
color, with conductive metal strands wov- 
en and imbedded so that all danger of 
static electricity is eliminated. Available 
as safety stretcher belts to fit all stretch- 
ers; as bed rail safety belts and as stand- 
ard safety belts. Humane Restraint Co. 
824 E. Johnson St., Madison 1, Wis. 
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807. Over-bed table 


Sturdy over-bed table of rugged tubular 
steel construction provides patient-con- 
trolled height adjustment with a 1642 in. 
span, Vinyl-clad table top is crack-free, 
stain-resistant. Has raised, no-spill edges. 
Available in white, walnut or briarwood 
finishes, top measures 15x36 in., contains 
pull-out vanette with mirror and book- 
rest. “U” shaped base provides foot-room 
for ambulant patient when table is used 
with lounge or side chair. Available with 
either four swivel casters on base, or 
combination of casters, glides for greater 
steadiness in use. Aluminum or stainless 
steel scuff plates on base. American Seat- 
ing Co., Grand Rapids, Mich. 


808. Coffee urn 


Urn automatically brews coffee at con- 
stant temperature. Eliminates “pour over” 
accidents, provides aeration to keep coffee 
fresh. Selector dial permits brewing exact 
amount of coffee needed. Available in 3, 
6 and 10-gal. units. Stainless steel con- 
struction, streamlined design. Curtis Auto- 
matics, Inc. 1781 N. Indiana St., Los 
Angeles 63, Calif. 
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809. Lotion 
MPL Lotion is said to 
offer advantages over 
many body rub lotions. 
Rubs completely into 
skin; leaves no greasy 
residue. Siliconized for 
skin barrier protec- 
tion; contains non-ir- 
ritating, non-sensitiz- 
ing bacteriostatic 
agents to aid in pre- 
venting bed sores, oth- 
er infections. Silicone 
content means smooth- 
er back rubs. Handy 
Polytop closure on 
new attractive Marlex 
plastic bottle. Minne- 
sota Pharmaceutical 
Laboratories, Inc., 2706 
W. 7th Blvd., St. Paul 
16, Minn. 


810. Barium cup 


Disposable 14-oz. 
waxed paper cup for 
barium solution is cal- 
ibrated to show intake. 
Inexpensive; elimi- 
nates cleanup, break- 
age problem. Busse 
Hospital Disposables, 
Inc., 64 E. 8 St., New 
York 3. 


For further information see postcard opposite page 126. 


811. Centrifuge 


Improved refrigerated centrifuge provides 
automatically controlled centrifugation at 
temperatures down to —20°C. Maximum 
speeds of 6,000 rpm are readily secured; 
higher speeds can be attained with mul- 
ti-speed attachments. Accommodates all 
standard centrifuge heads. Temperature 
is controlled within +1°C. Electric brake 
brings head to fast smooth stop; built-in 
safeties prevent accidental starts. Power 
to rotating head shuts off if cover is 
opened. Convenient storage compartment 
in front for accessories. Same height as 
standard lab furniture; Rolls on heavy- 
duty casters. Chicago Surgical & Electrical 
Co., 3070-82 W. Grand Ave., Chicago 22, 
Ill. 


812. Electrocardiograph 


New Model 335 electrocardiograph com- 
bines light weight, portability with maxi- 
mum accuracy, full size trace. Unit fits into 
a standard size weekend bag for carrying. 
Features color coded blanking and re- 
cording indicator lamps; switch for polari- 
ty check and reverse; standard size paper 
and trace; grouped operating controls for 
one-hand operation; 6-second paper load- 
ing. U.L. and C.S.A. approved; carries 
full two-year guarantee. The Birtcher 
Corp., 437 Valley Blvd., Los Angeles 32, 
Calif. 
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New pads with super-soft 
Kaycel covering bring convenience 
—new comfort self-care packs 


One convenient package, one brief 
explanation...and the maternity 
patient has all she needs for permeal 
self-care. Helps free nurse for more 
important duties. 


The convenient, time-saving approach to post- 
partum care is with new self-care packs. Kotex 
saves you the bothersome task of hand-wrapping 
each pad individually. And directions on the 
package keep verbal instructions to a minimum. 
The higher retention of Kotex means fewer pad 
changes, and less soiled linens. 

Your patients already know about Kotex and 


*Registered T. M. of the Kimberly-Clark Corp. 


KOTEX Maternity Pads 


a product of Kimberly-Clark Corp. 


Kotex self-care pads come in a variety of 
package sizes and self-care packs. Get com- 
plete details from your Curity representative. 


will appreciate the super-softness of the new 
Kaycel covering. Plus the extra length that 
gives greater patient protection. All Kotex se'f- 
care pads are packaged so they can be applied 
without touching the face of the pad. 


t Registered T.M. of the Kimberly-Stevens Corp. 


Distributed by 


THE KE N DALL company 
BAUER & BLACK DIVISION 
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Avoid costly bother of hand-wrap methods ......... . . need for lengthy explanation to patients .....8.. .f 
4 
: 


} 
e New KOTEX softness prevents 


chafing . . . won’t catch on sutures. 
New Kaycel covering is stronger, too. 
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813. Seamless pail 

Elimination of seams, all inside crev- 
ices in this stainless steel pail makes 
it possible to maintain a surgically 
clean container. Micro finish elimi- 
nates surface roughness on which 
bacteria may become attached. Lid 
can be removed from pail and con- 
tents emptied without first setting 
pail down. Particularly useful for 
carrying bulk medications, quanti- 
ties of sterilized bandages, waste 
materials. Available in 16 and 20- 
quart sizes. Leyse Aluminum Co., 
Kawaunee, Wis. 


814. Cooking foil 

New black-one-side cooking foil is 
said to have particular adaptability 
for special diet cooking. Foods such 
as meat, poultry, fish, potatoes, vege- 
tables, pies may be cooked in this 
foil in about one-half the usual time, 
according to the manufacturer. Fast 
preparation time reduces shrinkage; 
food will remain warm, fresh for 
hours wrapped in the black foil 
jacket. Smith-Lee Co., Oneida, N. Y. 


815. Mattress pad 

Unique softness, flexibility, high 
strength, easy installation and re- 
moval are combined in the “Beauty 
Nap” waterproof mattress pad, ac- 
cording to its manufacturer. Fleece- 
back construction hugs mattress, 
eliminates bunching. Cast vinyl slip- 
proof surface keeps sheet from slip- 
ping, wrinkling. Features locked-in 
elastic corner bands. Easily cleaned 
by autoclave, hospital laundry. 
Meinecke & Co., Inc., 225 Varick 
St., New York 14, N.Y. 


816. Warming cabinet 
External solution warming cabinet 
for medical use is ideally con- 
structed for surgery, obstetrics and 
emergency rooms, lab, _ kitchen. 
Stainless steel lined upper compart- 
ment is steam heated; can maintain 
temperature of 180° F. Lower com- 
partment is for storage at room tem- 
perature. Tranter Manufacturing, 
Inc., Lansing 9, Mich. 


817. Shield 


Decorative, functional folding shield 
eliminates dangers of secondary x- 
ray radiation. Called X-Almor, unit 
is available in wide range of colors. 
In addition to safety for operator, 
shield folds against wall to con- 
serve valuable floor space. Made by 
sandwiching 1/16 in. laver of lead 
between two panels of Marlite pan- 
eling. X-Ray Accessories Manufac- 
turing Co., Kansas City, Mo. 


Pardon us! 
The correct address of Hausted Div., 
Simmons Co., is Medina, Ohio. In the 
November issue, Buyer’s Guide item 
+706, the city was misspelled. 
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818. X-ray label 
New radio opaque label tape is said 
to enable permanent, positive x-ray 
identification. Can be prepared by 
typewriter, address-o-graph plates, 
ball point pen. Will reproduce fixed 
hospital and variable patient infor- 
mation on x-ray film at time of ex- 
posure. Self-adhering backing. X- 
Rite Label Co., Grand Rapids, Mich. 


819. Snow melter 

Flex Melt, new product recently in- 
troduced, is said to have 30 times 
more thawing power than salt, 10 
times more than flake calcium chlo- 
ride. Leaves no residue; positively 
harmless. Heat-generating pellets 
work fast; no danger to shrubbery, 
plants, shoes, asphalt surfaces or con- 
crete. Flexrock Co., 3610 Filbert St, 
Philadelphia 1, Pa. 


820. Disposable prep set 
Improved disposable prep set fea- 
tures “Septisol” saturated lathering 
sponge containing hexachlorophene 
(tincture of “septisol” by adding 
70% alcohol, aqueous “septisol” by 
adding warm water to soap sponge): 
disposable plastic razor with surgi- 
cal blade; heavy gauge mu!ti-cup 
‘tray to accommodate technic com- 
ponents. Also contains 3 cotton balls, 
absorbent towel, plastic coated towel 
and plastic overwrap. Davol Rubber 
Co., Providence, R.I. 
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821. Sternal puncture needle 
A dependable technic for bone mar- 
row aspirations has now been ex- 
tended to pediatric procedures 
through development of a_ new, 
smaller 18-guage pediatrics size 
needle. As with standard instrument, 
depth of entry of the 1 inch canulla 
is adjustable, for aspirations from 
sternum, iliac crest, vertebra, tibia, 
femur or internal malleoli. Useful 
for marrow infusions. V. Mueller & 
Co., 320 S. Honore St., Chicago 12, 
Iii. 


822. Summary forms 

Two different summary forms for 
patients have been added to Physi- 
cians’ Record Co.’s line of medical 
records for hospitals, clinics, nurs- 
ing homes. New discharge summary 
helps physician make concise final 
report on diagnosis, history, similar 
information. Simplified summary 
sheet includes an effective “authori- 
zation for medical and/or surgical 
treatment.” Physicians’ Record Co., 
3000 S. Ridgeland Ave., Berwyn, III. 


823. Blood pressure unit 

New instrument, used in place of 
squeeze-bulb method of inflating 
blood pressure cuff, is said to have 
two practical advantages: reduces 
inflation time, avoids hand fatigue 
during continued or frequent pres- 
sure readings. The ‘“Inflatomatic” 
requires only light thumb touch to 
release or control pressure to cuff 
from can of Medic Air to which it 
attaches. Suitable for use in hos- 
pital emergency and outpatient, op- 
erating rooms, recovery rooms, diag- 
nostic clinics. Kidde Manufacturing 
Co. Inc., Bloomfield, N. J. 
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824. Safety bath 
New safety bath is said to answer 
problem of bathing aged, invalid and 
physically handicapped. Unit is a 
mobile sit-down shower cabinet, 
easily operated. If patient can sit, 
he can bathe completely. Mounted 
on locking wheels. Seat within unit 
moves in, out, up, down on hydraulic 
cylinder operating on normal water 


pressure. Bather can enter from 
standing position or from wheel 
chair. Safety Bath International, 


Inc., 1306 Atlanta Federal Savings 
Bldg., Atlanta, Ga. 


825. Ice cart 

Extraordinary light weight, water- 
tight ice cart holds up to 175 lbs. 
of ice, keeps it from 60-72 hours 
without electrical refrigeration of 
any type. Highly-efficient plastic 
foam insulation is sealed inside and 
out with easy-to-clean Royalite plas- 
tic. May be used with or without 
dolly as mobile or stationary unit. 
Polyfoam Packers Corp., 6415 N. 
California Ave., Chicago 45, II. 


826. Disposable glove 
General purpose disposable glove is 
said to be entirely redesigned for 
improved fit, comfort, increased 
strength. Ideally suited for lab, 
kitchen, laundry—wherever low cost 
hand and patient protection are 
needed. Also widely used by phy- 
sicians <s examining glove and for 
changing dressing. Arwood, Somer- 
ville, N. J. 


827. Hand cream 

Barrier ‘cream that won't wash off 
with any soap, detergent, is said to 
offer positive protection against 
chapping, cracking caused by pro- 


longed exposure to water, soaps, 
detergents, cleansing compounds. 
Called “Kerodex” 71, cream is 


greaseless, stainless, invisible. Will 
not affect skin or materials handled. 
Ayerst Laboratories, 685 Third Ave., 
New York 17, N. Y. 


828. Two-way radio 

New citizens band two-way radio is 
said to be ideal for doctors, hos- 
pitals. The Ray-Tel 2 is attractively 
styled for installation in doctors’ of- 
fices, at hospital information desks 
and switchboards. Yoke mount tilts 
radio to any convenient angle; per- 
mits floor, shelf or under-the-dash- 
board mounting in doctors’ cars, am- 
bulances. Operates at maximum 
power authorized by FCC; offers 
medical agencies five channels that 
can be used for point-to-point com- 
munications within institution and to 
field units. Operates on 12 or 6-volt 
batteries and 115-volt current. Ray- 
theon Co., Distributor Products Div., 
411 Providence Turnpike, Westwood, 
Mass. 


For further information see postcard opposite page 126. 103 
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American Surgical } Trt 
Technical | Ex! 


Photos, starting directly below and reading clockwise, are: Phote 
L. to r.2 Ruth and Julian Pregulman of Plasta-Medic Manufacturing Mars 
show new plastic medicine tray to Robert Busse, rear, during the mode 
September ASTA meeting in the nation’s capital. This 17%” x 14)” § ‘>! 
nurse's tray is designed to save footsteps in supplying syringes and Char 
medicine cups to the patient wards and rooms. C-840 <0 

ca 


Recently developed intestinal forceps featuring Kapp-Beck cardiovas 


cular serrations ranked high in the surgical instrument items high Sho 
lighting the Sklar Manufacturing Co. exhibit. Here Reginald Bates Sea 
(r.), discusses them with visitors who also inspected suction and pres ih 
sure apparatus at the booth. C-841 os 
in 
Ed Blackwell of C. W. Alban & Co., St. Louis, chats with L. B. Nicum 
of Clay-Adams, which introduced numerous new products at the show. 
Among these were innovations in microhematocrit and prothrombin Feo 
test instrumentation; a specially designed laboratory rotator; improved ~~ 
automatic pipetting device; and new disposable units for collection i 
of cancer cytology specimens. C-842 ™ 
Bill Leidho!dt, Propper Manufacturing Co., discusses the new all bil 
purpose Velket Velcro Tourniquet with Daniel Roback of Daniels est 


Surgical & Medical Supplies, Chicago. Combining the Velcro closure . 
principle with a band of specially treated live gum rubber, the . 
tourniquet is designed to apply easily to any limb and assure i 
firm constant grip. C-843 7 
Bill Frank of Perry Rubber Co. explains the economy and safety of Be 
his firm's newly developed disposable surgeons’ gloves to conven of 
ti s Don Thomp and R. T. Kelly. Also exhibited at the booth w 
were new types of hospitol wrap and paper and blue penrose tubing B 
made of pure Iutex which is radio opaque and X-ray detectable 
C-844 
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Photos, starting above right, and reading clockwise, are: 
Marshall Morrison, (I., standing) of the Orthopedic Frame Co. and FASHION SE L 
model Liz Coble, Silver Spring, demonstrate the new Stryker cast dure prove: ; 
table to conventioneers Jimmy Hodges, (I.), William Brooks, and 
Charles Pace. The table is designed for both the application of all 
casts and easy positioning of the body and extremities. When needed, 
itcan double as an examining table. C-845 


Shown here modeling his own product is ‘‘Sonny” Asher of Fashion 
Seal Uniforms. He's pictured in an all-new ‘Adjusto-Grip" patient's 
gown which feaiures gripper snap fasteners in the back. The garment 
may be adjusted to fit practically any sized patient and is available 
in bright green, blue and yellow. Asher's co-worker Milton Scheinbach 
looks on. C-846 


Featured at the DeVilbiss Co. booth was the No. 701 portable suction 
pump. It was the first showing of this product to surgical dealers. The 
pump can be carried in one hand and takes up only one square 
foot of space. C-847 


Bill Blankenship of Hyland Laboratories discusses the Beta-L test for 
estimating serum beta lipoprotein levels with exhibit-viewers J. E. Lee 
and G. W. Johnson of the American Surgical Supply Corp., Atlanta. 
The Beta-L test was developed to help overcome the technical limita- 
tions which have precluded the use of beta lipoprotein determinations 
in clinical medicine. C-848 


Ben Marcus, (r.), of Beam Metal Specialities, and George C. Dyke, 
of Bischoff's, Oakland, inspect the various types of chart racks and 
wheeled carriers which were included in the complete display of 
Beam-matic products of the show. C-849 


For further information about products mentioned on 
pages 104-106, see postcard opposite page 126. 
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Photos, starting directly below and reading clockwise, are: 
J. C. Brown, of American Cystoscope Makers, describes the marvels 
of fiber optics to Fred Bronstein of Wendt-Bristol, Columbus. Numerous 
fiber optic products were displayed at the American Cystoscope booth. 
C-850 


Here Kurt Landsberger, (I.), of Bel-Art Products shows Herbert Ginsberg, 
(r.), and Dick Osborne of Winchester-Ritch Surgical Co., Greensboro, 
a new autoclavable polypropylene drinking set, cup and carafe. De- 
signed for use in hospital, home, school, or camp it features clean 
lines, stable base, strength and light weight. Also premiered was an 
operating model of Bel-Art's plastic Sitz-Bath which functions on o 
“flowing water principle."’ C-851 


H. C. Rawiszer, of the Burdick Corp., here chats with convention-goers 
about the latest additions to his firms’ product line. Premiered were 
a large screen three-channel cardioscope, defibrillating and pace- 
making equipment and a new infra-red lamp designed particularly 
for general office use. Latest model EK-IIIl, console stand, new chest 
electrode and Lectro-pads were shown in the cardiograph section. C-852 


Murray Myers, (I.), of Melton-Myers, Tulsa, listens as Herbert Wester, 
of Wester Bros., discusses the Whitesell Vein Stripper. Of new design, 
it features a stainless hollow cup into which the vein may be effectively 
gathered without breaking. The pliable stainless wire proves easier 
to guide than the cable type, maintaining its original condition 
without kinks. C-853 


Melvin F. Waltz, ASTA president and board chairman, and manager 
of Wayne Pharmacal Supply Co., looks on as W. B. Webster of 
F. & F. Koenigkramer Co., demonstrates the new No. 39-KR proctology 
stretcher. This multi-purpose unit may be used as a transport vehicle 
or an X-ray, examination or emergency table. By means of a fully 
geared mechanism, it may be tilted to a head-down position of 30 
degrees. C-854 


kiere W. J. Mikos, (I.), of the Burton Manufacturing Co., outlines 
various aspects of a new surgical examining light with Irving Walton 
of Hub Surgical Co., Williamsport. Burton super power lights, Fresnel 
medical lights, microscope illuminators, laboratory spotlight and 
three-in-one diagnostic magnifiers also were exhibited at the show. 
C-855 
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TWO NEW WAYS GET 


MORE PHARMACY SPACE 


out wasting an inch. Keeps your hospital supplies 
easy to see...easy to reach. 

As illustrated above: McKesson COMPACT Storage 
CABINET, #100, is 35” wide, 16” deep, and 3034” 


high. It comes with 20 adjustable steel trays with 
transparent plastic leading edges for greater visibil- 
ity. This space-economizer can be used as a wall hang- 
ing unit or part of a complete installation. A floor 
standing combination consisting of two COMPACT 
CABINETS~—one with a finished top, the other (#110) 
a center section, and a base (#120) with drawers 
35” wide, 16” deep, and 22%” high—provides a space- 
saving 82%” high unit. 


MAGAZINE Space Saver DISPENSER 


stores four times more in the same space! 


marvels 
umerous 
e booth. 
insberg, 
ensboro, 
De. 
2s clean 
was on 
«=f COMPACT Storage CABINET 
ses | TAKES NO MORE ROOM YET 
=d were 
pace- 
TRIPLES STORAGE SPACE! 
chest 
n. C-852 
Weill With the exclusive McKesson & Robbins COMPACT 
dual CABINET you control every inch of space. Movable 
fectively and interchangeable trays adjust easily within the 
$ easier cabinet. Other trays fit on the inside of the wide 
nc swinging doors to put to work all the interior space 
which is wasted in ordinary cabinets of comparable 
oil size. This new flexibility more than triples the 
voted al McKesson COMPACT CABINET capacity by meet- 
octology ing a wide range of storage space requirements with- 
vehicle q 
a fully 
1 of 30 
outlines 
Walton 
Fresnel @as ILLUSTRATED: Wall assembly 
ht and MAGAZINE DISPENSER comes 
e show. s with 30 fiberglass-reinforced plas- 
a tic trays. The cabinet is 35” wide, 
: 16” deep, and 47%” high. A CUP- 
BOARD BASE with one adjustable 
shelf is also available — together 
they provide a complete unit 35” 
wide, 16” deep and 824” high. 
al 


Serving America’s Hospitals---. 
M°KESSON ROBBINS 


December, 1961 


For further information see postcard opposite page 126. 


McKesson MAGAZINE Space Saver DISPENSER 
with its gravity feed, inclined trays, gives you con- 
trol of four times the usual number of fast-moving, 
prepackaged pharmaceuticals. Easily movable parti- 
tions, a variety of trays and a step shelf at the top 
permit storage of a wide range of sizes and shapes. 


FOR FURTHER INFORMATION 


Hospital Department, McKesson & Robbins Ine. 
155 East 44th Street, New York 17, New York 


Please send further information about Hospital 
Pharmacy fixtures and planning services. 


NAME__ 


ADDRESS 


CITY __STATE 
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Films, New Literature 


830. Lab glassware this attractive, comprehensive book. 
New, colorful 294-page catalog lists Kimble Glass Co., Subsidiary of 
over 3,000 items. Among new items Owens-Illinois, Toledo 1, Ohio. 
included are: Ray-Sorb low-actinic 

ware, replacement ware, new Teflon 831. Pneumatic tube 

items, stoppers, separatory funnels. Circular illustrates and describes 
A wide range of plastic accessories is Grover pneumatic tube systems for 
also listed. Every item is completely fast, economical dispatch of hospital 
described, most are illustrated in records, charts, medicines, samples 


QINL0 VAC | provides Happier, Faster recovery 
for every surgery patient 


This new concept of closed wound suction for all 
average or greater size surgical wounds promotes 
healing—patient comfort—and early ambulation. 
Reduces (often eliminates) surface drainage. Reduces 
need for changing wound dressings. Eliminates wound 
swelling (important under casts). Painless to patient 
and reduces post-operative pain. 
Multi-Perforated Wound Tubing Non-pyrogenic—flexible—non- 
collapsible. One piece: 4 ft. long x Y% in. diameter. 


Approx. 11 inches of perforations. Easily cut to any 
desired length. 


Spring Evacuator Pump Applied and started in operating room. 
Not restricted by power source. Obviates concern 
over too little or to much suction. Easily emptied and 
re-set. Light and portable. Disposable. All HemoVac 
parts arrive in surgery sterile (gas sterilized) and 
properly sealed. 


Write for new illustrated brochure 
Developed and manufactured by Snyder Mfg. Co., Inc. 

New Philadelphia, Ohio 
Distributed exclusively by Zimmer Manufacturing Co. 
Warsaw, Indiana, U.S.A. 


QUALITY SERVICE RESEARCH 


For further information see postcard opposite page 126. 


and surgical instruments to pre-se- 
lected destinations in a matter of 
seconds. Included in the brochure 
are Dialamatic, Selectomatic and 
Brushomatic Transitube systems 
each of which can be provided to 
meet varying requirements. In addi- 
tion, circular illustrates control pan- 
els, carriers, terminals and other 
components. Powers Regulator Co, 
Dept. HT-11, Skokie, 


832. Emergency lighting 

New 24-page catalog illustrates and 
describes new emergency lighting 
systems. Gives complete details, 
specifications on systems that insure 
emergency lighting instantly and 
automatically, should normal light- 
ing fail. Standard Electric Time Co., 
89 Logan St., Springfield, Mass. 


833. Small-sample analysis 

A 20-minute, 16 mm. color film 
shows how to analyze drop-size sam- 
ples with Beckman Ultramicro an- 
alytical system. Included are demon- 
strations of a typical ultramicro ti- 
trametric procedure and a colorime- 
tric procedure. Film also covers 
hints, technics to simplify ultramicro 
work. Spinco Div., Beckman Instru- 
ments, Inc., 1117 California Ave, 


Palo Alto 1, Calif. 


834. Data processing 
Redesigned and enlarged with addi- 
tional data processing applications, 
“IDP Products in Action” presents 
32 pages of systems applications. 
Full-page illustrations and concisely 
written explanations eliminate need 
to understand complexities of sys- 
tems work. Friden machines are 
shown handling: data collection, in- 
surance information, accounting and 
auditing procedures, similar opera- 
tions. Friden, Inc., 97 Humboldt St. 
Rochester 2, New York. 


835. Area lighting 

A comprehensive 30-page bulletin 
GEA-7223, describes G.E.’s complete 
area lighting line with eight new 
products. Includes equipment selec- 
tor, sample lighting layouts, descrip- 
tion of typical area lighting applica- 
tions, with photographs, layouts and 
equipment recommendations. Also 
includes product data with struc- 
tural features and electrical char- 
acteristics of incandescent, mercury 
and fluorescent fixtures. General 
Electric Co., Schenectady 5, N.Y. 
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Jopice film review of the month 


All My Babies 


In many rural communities, because of the shortage of doctors and nur- 
ses, local midwives are essential to a health program for both moth- 
ers and children. All My Babies shows clearly and simply the methods 
a midwife should follow from the time she takes a case until the baby 
it taken to its first Well Baby Clinic. The film was completely photo- 
graphed in Georgia and features a certified local midwife, her patients, 
and the doctors and nurses who supervise the local midwife training 
program. 


Winner of many film prizes in the U.S. and abroad, All My Babies 
has also been highly praised by physicians and nurses concerned with 
all aspects of maternal and child health. 


The film depicts in detail the training program and refresher courses 
which midwives must complete for certification and follows the mid- 
wife through two cases, including the careful preparation for and suc- 
cessful termination of a home delivery. Although All My Babies was 
originally conceived as a training film for midwives, its unusual sensi- 


tivity and honesty have made it useful to a far wider professional au- 
dience. 


lie 


is 


Black and white, sound, 55 minutes 


Available for rental from ANA-NLN Film Library, 267 West 25th 
Street, New York (1) 


Available for purchase from Center for Mass Communication, a 


division of Columbia University Press, 1125 Amsterdam Avenue, 
New York (25) 


- 
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Personally 


Speaking 


Lee D. Cady, M.D.—director of the 
VA Hospital, Houston, Tex., has 
been selected to receive the Physi- 
cian Award of 1960 by the Presi- 
dent’s Committee on Employment of 
the Physically Handicapped. Pre- 
sented at the Congress of Industrial 
Health of the AMA, the award is 
given annually to the physician 
contributing most to the program. 


Tom B. Cartwright—has been named 
administrator, Nashville General 
Hospital. He is a former Davidson 
County (Tenn.) sheriff and business 
manager of Baptist Hospital, Nash- 
ville. 


Edward H. Clarkson—has accepted 
the position of administrative assist- 
ant, Alachua General Hospital, 
Gainesville, Fla. He completed his 
residency in hospital administration 
at Baptist Memorial Hospital, Jack- 
sonville. 


Robert L. Cone—has been named 
to the post of vice president for 
financial affairs, Loma Linda Uni- 
versity, Loma Linda, Calif. Prior to 
1959, he served as internal auditor 
and associate controller of the 
school. 


Col. Kathleen R. Creech—has been 
named chief, Air Force Medical Spe- 
cialist Corps, Washington, D. C. She 
succeeds Col. Audrey A. Underko- 
fler, who has retired from active 
duty. Col. Creech comes to the new 
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assignment from 2nd Air Force 
where she served as Command Die- 
tetic Consultant and director of hos- 
pital food service, Barksdale Air 
Force Base, La. 


John M. Danielson—has been named 
executive vice president of the 
Evanston Hospital Association. He 
was formerly administrator, Evans- 
ton Hospital. In the new post, he will 
spend a major part of his time for- 
mulating and developing programs 
of the medical staff in conjunction 
with Northwestern University. John 
A. Reinertsen, former associate ad- 
ministrator, has been named admin- 
istrator. 


Jesse E. Dobbs, Jr.—is the new ad- 
ministrator, Tillamook County Gen- 
eral Hospital, Tillamook, Ore. He 
succeeds Howard E. Hodge, who 
has resigned because of ill health. 


Joan _ Driscoll, 
R. N.—has been 
elected to the 
board of trus- 
tees, Westchester 
Square Hospital, 
New York. She is 
the first nurse 
and the first 
woman to serve 
on the _ board. 
Mrs. Driscoll is 
also on the board 
of directors of the Association of Op- 
erating Room Nurses. 


Richard L. Dur- 
bin—has_ been 
appointed to the 
faculty of! the 
graduate 
gram in_hospi- 
tal administra- 
tion, University 
of Chicago. He 
will also serve as 
associate director 
of the program, 


Leonard D. Fenninger, M.D.—has 
been named to the newly created 
post of medical director, Strong Me- 
morial Hospital, Rochester, N. Y. He 
is also associate dean of the Univer- 
sity of Rochester School of Medicine 
and Dentistry. 


Elizabeth C. Ford—has been named 
assistant director, Mississippi Hos- 
pital Association, Jackson. 


Philip Gamache 
—recently 
cepted a_ posi- 
tion as purchas- 
ing agent, Man- 
hattan Eye, Ear 
and Throat Hos- 
pital, New York 
City. He succeeds 
Anne Zazworsky. 


Charles L. Gilbert, M.D.—is the new 
university medical officer, Columbia 
University, New York City. He is 
an attending physician at St. Luke's 
Hospital. 


Doris Gleason, R.R.L.—has resigned 
as executive director, American As- 
sociation of Medical Record Li- 
brarians, a position she has held for 
10 years. Mary J. Waterstraat, for- 
mer director of the school of medical 
record science, Grant Hospital, Chi- 
cago, has been appointed executive 
director on a temporary basis until 
a permanent appointment is made. 


Harry Goldblatt, M.D.—has_ been 
appointed director, Louis D. Beat- 
mont Memorial Research Laborato- 
ries, Mt. Sinai Hospital, Cleveland. 
Harold Gold has been named directo! 
of general laboratories. 


James Goodrum—has been named 
administrator, Huntsville (Tex.) Me- 
morial Hospital. He formerly held 4 
similar position at the Madison 
County Hospital, Madisonville, Tex 
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Topics 


“The hands of all attending the sick may be the greatest 
hazard the patient encounters in the hospital.”! Proper, 
frequent handwashing is essential to prevent infection. 
But “... Staphylococcus aureus appears to be completely 
resistant to soap.”2 Fortunately, pHisoHex with 3 per cent 
hexachlorophene is particularly effective against trouble- 
some hospital staphylococci. 


When pHisoHex was used for bathing babies and by 
nurses as a handwash, “Nursery nurses’ hands failed to 
yield S. aureus in 100 samplings.” Bathing the baby with 
pHisoHex “...soon after birth and every other day there- 
after is a most effective procedure in the control of infantile 
pyodermia.’’4 In many hospitals regular use of pHisoHex 
has reduced the incidence of staphylococcal infection.3-6 


Routine washing with pHisoHex is suggested for surgeons, 
physicians, nurses, nurses’ aids, food handlers and mem- 
bers of the housekeeping and laundry staff. Additional use 
at home by surgeons and nurses will enhance results. 


pHisoHex is available in convenient, unbreakable squeeze 
bottles of 5 fl. oz. and plastic bottles of 1 pint. 

References: 1. Fell, E. H.: Am. J. Surg. 99:265, March, 1960. 
2. Bettley, F. R.: Brit. M.J. 1.1675, June 4, 1960. 3. Hardyment, A. F.; 
Wilson, R. A.; Cockcroft, W., and Johnson, Betty: Pediatrics 25:907, 
May (Pt.11), 1960. 4. Editorial, Canad. M.A.J. 83:1112, Nov. 19, 1960. 


5. Valentin, Hans: Med. Welt No. 2:121, 

UI) Jan. 9, 1960. 6. Hill, A. M.; Butler, H. M., 
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Joseph P. Greer—is the new ad- 
ministrator, Children’s Memorial 
Hospital, Chicago. He is a former 
director of St. Luke’s Hospital, 
Chicago. 


James J. Herman—has been named 
assistant director for the Presby- 
terian-St. Luke’s Hospital Health 
Center, Chicago. The health center, 
previously known as Central Free 
Dispensary, is composed of 38 clin- 
ics. 


Manuel O. Hernandez, M.D.—has 
been named psychiatrist-director of 


the Fredericksburg (Va.) Area Men- 
tal Hygiene Clinic. 


Maj. Paul E. Hibberd, USAF, MSC 
—received the Andrew Craigie 
award for his contributions to phar- 
macy of the federal medical serv- 
ices at the Association of Military 
Surgeons meeting in Washington, 
D. C. early in November. 


Robert E. Keeley, M.D.—is the new 
chairman of the Department of Pe- 
diatrics, Mercy Hospital, Chicago. 


Dr. Donald A. Kennedy—medical 
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to bacteria, feces, and fluids... permits extending incision 
or making second incision without re-prepping or 
re-draping...eliminates skin towels and towel clips. 
Both the new STERILE Vi-DRAPE Film and the 

original NON-STERILE package are now available 

through your surgical supply dealer. - 


AEROPLAST corporation station s—pox 1, Dayton 3, Ohio 
' Originators of aids for improved asepsis 
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Two sizes: 
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anthropologist, has been named proj- 
ect administrator of the study op 
Administrative Practices in Clinica] 
Research, Law-Medicine Research 
Institute, Boston University. He was 
formerly on the staff of Arthur D. 
Little, Inc., management consultants 
The new study will deal with 
medico-legal and professional prob. 
lems in medical research involving 
human subjects. 


Bernard J. Lach- 
ner—has_ been 
appointed to the 
newly created 
position of as- 
sistant dean for 
administration in 
the College of 
Medicine, Ohio 
State University. 
He has been as- 
sociate administrator, 


Ohio State 
University Hospitals, since 1958. He 
will retain this position along with 
the new deanship. 


Robert W. Lyons 
—has been ap- 
pointed adminis- 
trator, Riviera 
Community Hos- 
pital, Torrance, 
Calif. He former- 
ly held a similar 
position at West- 
wood, a_ psychi- 
atric facility in 
West Los An- 
geles. 


Robert Mansfield, M.D.—has been 
appointed associate director of med- 
ical education, Christ Hospital, Cin- 
cinnati, in conjunction with the hos- 
pital’s expansion program. He is also 
associate professor of anatomy, Uni- 
versity of Cincinnati. 


Edward B. Moser—has been named 
managing director of the new St 
John’s General Hospital Convales- 
cent unit, Valencia, Pa. 


Robert W. Murch—has been ap- 
pointed consultant in hospital plan- 
ning for Southern California, Bu- 
reau of Hospitals, Department o 
Public Health, State of California 
He was formerly assistant admin- 
istrator of the Hollywood Presby- 
terian Hospital. 


Ronald L. Nielsen—is new «admin 
istrator, San Juan Hospital, Mon- 
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ticello, Utah. He previously served 
as laboratory and x-ray director 
at the hospital. 


Walter Lincoln Palmer, M.D.—one 
of the original eight faculty mem- 
bers of the School of Medicine of the 
University of Chicago, has retired 
from his post. He will continue with 
the university in an emeritus capac- 
ity, but active as a clinician, teacher, 
and clinical investigator. 


Edgar M. Queeny—has been elected 
chairman of the board of trustees, 


Barnes Hospital, St. Louis, Mo., suc- 
ceeding J. Wesley McAfee. Mr. 
Queeny is chairman of the finance 
committee of the Monsanto Chem- 
ical Co. 


Sister Mary Grace—has been as- 
signed as administrator, St. Anthony 
Hospital, Oklahoma City, succeed- 
ing Sister Mary Agnes, who has 
moved to the Mt. Alverno Convent, 
Maryville, Mo. 


Sister St. Theresa, S.M.—has been 
appointed superior-administrator, 
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Oak Park (Ill.) Hospital. She suc. 
ceeds Sister St. Marcienne, S.M, 
who has been named superior-ad- 
ministrator of Misericordia Hospital, 
Milwaukee, Wis. Prior to her ap- 
pointment to Oak Park, Sr. St. The- 
resa served as superior-administra- 
tor, St. Mary’s Hospital, Green Bay, 
Wis. 


Betty J. Smith, R.N.—has been 
named recipient of the second annual 
Squibb Nurse Anesthetist scholar- 
ship. The award was presented at 
the recent meeting of the Amer- 
ican Association of Nurse Anes- 
thetists in Atlantic City. Miss Smith 
will use the scholarship to complete 
advanced education preparatory 
to teaching in a school of anesthesia 
for nurses. 


Howard J. Wassenaar—is new ad- 
ministrator, Hialeah (Fla.) Hospi- 
tal. He was formerly field consult- 


and for Hospital Administrative 
Services. 
New Officers 


The South Dakota chapter of the 
American Association of Medical 
Record Librarians elected new offi- 
cers at their recent 15th annual 
meeting. Officers are: Mary Ann 
Fox, VA Hospital, Ft. Meade, pres- 
ident; Sister M. Renata, St. John’s 
Hospital, Huron, vice president; 
Sister M. Gwendolyn, Sacred 
Heart Hospital, Yankton, secretary; 
and Sister M. Marifilia, St. John’s, 
Huron, treasurer. 


Deaths 


Patrick H. McNulty, M.D.—pres- 
ident of the Chicago Medical So- 
ciety and chairman of the urology 
department, Little Company of Ma- 
ry Hospital—Nov. 2. In 1950, Dr. 
McNulty assisted in a_ precedent 
setting kidney transplant operation. 


Frank Brewster, M.D.—Nebraska’s 
“flying doctor,” who acquired fame 
and a lasting interest in aviation 
when he flew to the side of a criti- 
cally injured man in 1919. He built 
the state’s first airport, at Beaver 
City.—Oct. 17. 


Robert J. Lowrie, M.D.—obsietri- 
cian and gynecologist; he compiled 
and edited a two-volume work, Gy- 
necology, wrote numerous profes- 
sional papers.—Oct. 10. 
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Frank Rhatigan (I.), executive secre- 
tary, American Surgical Trade Asso- 
ciation, was presented the Arma- 
mentarium Award in a_ surprise 
ceremony the Inter-Industry 
luncheon, recently. The bronze 
medallion was awarded to Mr. Rhat- 
igan on behalf of Robin Internation- 
al by W. Howard Chase, ‘‘because 
he is the ideal representative of an 
industry dedicated to perfecting new 
instruments and technics to benefit 
the physician and the hospital.” 


TRADE TOPICS... 


Murdough Succeeds McGaw 
as AHSC Chief Executive 


Foster G. Mc- 
Gaw, founder 
and_ chairman, 
American Hos- 
pital Supply 
Corp., has an- 
nounced that 
Thomas G. Mur- 
dough has suc- 
ceeded him as 


chief executive 
officer. 
Mr. McGaw, 


who has_ been 
top executive 
since he founded 
the company 39 
years ago, con- 
tinues as board 
chairman. 

Mr. Murdough 
has been AHSC’s 
president and 
chief operating 
officer for seven 
years. 


Mr. Murdough 


HIA Names 

1962 Officers 

Hospital Industries’ Association’s 
slate of officers for 1962 was unan- 
imously elected at the organiza- 


118 


Several 


tion’s annual meeting in Atlantic 
City. Wayne Wilson of American 
Laundry Machinery Co. stepped into 
the presidency, succeeding Robinson 
Bosworth, Will Ross, Inc. Other 
elected officers are Steven Scudder, 
United Service Equipment, Inc., vice- 
president and president elect; and 
W. B. Borsdorff, Johnson & Johnson, 
vice president and treasurer. 

New members of the board of di- 
rectors are Ray L. Gross, A. S. Aloe 
Co.; Kenneth Hickman, Royal Metal 
Manufacturing Co.; Harris L. Wil- 
lits, C. R. Bard, Inc.; and Henry Fish, 
American Sterilizer Co. 


New Appointments 
at Abbott Labs 


new appointments have 
been announced by Abbott Labora- 
tories. 

Kenneth E. Hamlin has_ been 
named director of research for the 
company. He has been Abbott’s di- 
rector of chemical research. 

Edward J. Ledder, Jr., former as- 
sistant director of sales, has been 
promoted to director of pharmaceu- 
tical marketing. 

In Abbott’s Scientific Divisions, 
three promotions have taken place: 
Herbert M. Gross has been named 
director of new product coordina- 
tion, a new division. Gilbert F. Otto 


is now the director of agricultural 
and veterinary research for the firm; 
and Richard U. Schock has _ been 
promoted to director of chemical re- 
search. 

Abbott has also recently dedicated 
its new Philadelphia area branch 
with ceremonies and open-house 
for physicians, pharmacists, and oth- 
er members of the health profes- 
sions. 


Schnaittacher New 
Acme Cotton President 


Fred Schnaitta- 
cher was elected 
president, Acme 
Cotton Products 
- Co., Inc., at a re- 
cent board of di- 
rectors’ meeting 
He has served as 
director of sales 
for the company 
and, most recently, as treasurer. 


Creation of New 
Pharmaceutical Firm 

Creation of FBA Pharmaceuticals, 
Inc., to develop, manufacture, and 
market ethical pharmaceutical spe- 


cialities has been announced by 
Helmut Raiser, the new firm’s presi- 
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dent. FBA will operate as an auto- 
nomous unit of Farbenfabriken Bay- 
er Aktiengesellschaft, Leverkusen, 
Germany, a century-old company. 

Plans for establishing research 
and manufacturing facilities are 
currently being formulated from 
the company’s New York City of- 
fices. According to its president, the 
new firm plans to introduce several 
significant new therapeutic agents 
in 1962. 

Mr. Raiser formerly was manag- 
ing director of Bayer Farmaceuti- 
ca Argentina, one of the major units 
of the Bayer organization. 


Two Mead Johnson V-P’s 
Promoted to Presidencies 


Mead Johnson & Co. has announced 
the promotion of two vice-presidents 
to presidencies. 

C. Joseph Genster, formerly vice- 
president, marketing, Edward Dal- 
ton Co., division of Mead Johnson, 
has been named to the presidency 
of the division. 

And Richard T. Arnold, who has 
been vice-president, research and 
development, and director, Mead 
Johnson Research Center, is now 
president of the center. 


News Notes 


Winthrop Laboratories’ “Top Dog” 
award, an annual competition held 
by the firm’s medical research de- 
partment, was won this year by two 
research representatives: Edward 


E. Radigan, metropolitan New York 
area, and William A. Curran, Buf- 
falo area. The “Top Dog” is given in 
recognition of outstanding perform- 
ance in working with physicians and 
hospitals. 


* * 


John B. Dunne 
—has been 
named sales- 
training manag- 
er, Shampaine 
Industries, Inc. 
Prior to his ap- 
pointment to this 
newly - created 
position Mr. 
Dunne was prod- 
uct-line manager for the Therapy 
Products Division. 


* * * 


James F. Molidor—has been named 
associate director, New Products 
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Division, Johnson & Johnson. Pre- 
viously he was product director, 
hospital division, for J & J. 
* * * 

Charles A. 
Mitchell—has 
been appointed 
to the newly- 
created post of 
vice-president in 
charge of mar- 


keting, Dicto- 
graph Products, 
> 


manufac- 
turer of Acous- 4 
ticon products. 
* 


* 


Irving Mills, president, Mills Hospi- 
tal Supply Co.—was recently elected 


a director, Cenco Instruments Corp. 
Mr. Mills is also a vice-president 
of the Cenco firm which has ac- 
quired the Mills company. 


* 


William R. Warner & Co., Ltd., the 
British affiliate of Warner-Lambert 
Pharmaceutical Co.—has announced 
the creation of a new marketing op- 
eration, General Diagnostics Depart- 
ment, to market the medical diag- 
nostic aids developed in the United 
States by the General Diagnostics 
Division, Warner-Chilcott Labora- 
tories division of Warner-Lambert. 
x * 
Chester W. Nimitz, Jr.—has been 
elected a vice-president, The Per- 
(Continued on page 122) 


WHY BUY IF 


Now, you don’t have to wait for 
availability of capital equipment 
funds to have the latest medical 
electronic equipment in your hos- 
pital. The new Birtcher Medical 
Equipment Lease Plan puts any 


or all Birtcher units in your hospital at an 


amazingly low monthly cost which you can 
pay out of operating income. And, when and 
if funds are available and you want to buy, 
you can take advantage of the written-in pur- 
chase options. Check these typically low 
monthly rentals. 


Please use the coupon below 
to obtain further information 


$1.07 a day 
ELECTROSECTILIS 


$3.67 a day 
COMPLETE CARDIAC 
MONITORING and 
RESUSCITATION CENTER 


Send complete list of lease prices and sales terms on individual 


Birtcher electronic medical units. 


Addr 


THE BIRTCHER CORPORATION Dept. HT 1261 
4371 Valley Bivd., Los Angeles 32, California 


™ 
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HILL-ROM 


A. E. SCREENING 


(Aluminum Extruded) 


Quick, Quiet, Complete Screening 


for one or more beds as desired 


Hill-Rom A.E. Screening provides quick, quiet and complete 
screening for semi-private rooms and wards. As shown above, 
the patient in one bed has complete privacy, while the doctor 
has ready access to the patient in the other bed. 

The smooth, quiet operation of Hill-Rom A.E. Screening 
is easy on patients and nurses alike. The lifetime nylon slides 
glide smoothly and silently along the sturdy, extruded alumi- 
num track. No jerking or coaxing of curtains is necessary. 
The nylon mesh top curtains permit more light and circulation 
of air in the enclosed area. The patient doesn’t feel ‘‘cooped in.”’ 

There are three different types of installation to meet the 
requirements of any size or type of building—old or new. 
Screening catalog sent on request. 


Flameproof, Washable 
Safety Curtains 


Cordette, the material used in Hill-Rom 
curtains, is permanently flame-proofed— 
will withstand repeated launderings with 
any type of soap or detergent. The chemi- 
cal treatment the curtains are given makes 
them actually flameproof. Even under in- 
tense fire the cloth will not support a 
flame, it will only char. 


x HILL-ROM COMPANY, INC. 


BATESVILLE, INDIANA 
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(Continued from page 119) 


kin-Elmer Corp., and general man- 
ager of its instrument division. Mr. 
Nimitz resigned as manager, Indus- 
trial Products Group, Apparatus 
Division, Texas Instruments, Inc., to 
accept the position with Perkin-E|- 
mer. 


* * * 


Orrin M. Ernst— 
has been ap- 
pointed director 
of marketing 
planning for Don 
Baxter, Inc., and 
Pharmaseal Lab- 
oratories. He will 
assume full re- 
sponsibility for 
the marketing- 
planning function of both companies. 


* * * 


Donald Pfarr—is new hospital de- 
partment manager, McKesson & 
Robbins, Inc. He has been sales 
manager for the Mobile drug divi- 
sion. 


* * * 


Biochemical Procedures, Inc.—has 
announced acquisition of Clark Hos- 
pital Supply Corp. Clark will be 
consolidated with Scientific Surgi- 
cal Supply Corp., a Biochemical sub- 
sidiary. 

* * * 


Thomas F. Landreth, Jr.—has joined 
the Hospital Division, The Seamless 
Rubber Co., as a sales representa- 
tive. He will be headquartered in 
Charlotte, N. C. 


* * 


A. Thomas Mul- 
lé—has been 

“named sales 
manager, The 
Sterilon Corp. 
Mr. Mulle was 
formerly general 
sales manager, 
Parenteral Prod- 
ucts Division, 
American Hos- 
pital Supply 
Corp. 


* * * 


Daniel C. Searle—has been elected 
vice-president and secretary, G. D. 
Searle & Co. A fourth-generation 
member of the company’s founding 
family to serve in the general man- 
agement, Mr. Searle is also presi- 
dent of Searle Chemicals, Inc. 
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OPERATING ROOM NURSES—The City of Chi- 
cago has immediate openings for operating 
room nurses and supervising operating room 
nurses. Opportunities exist in general or 
tuberculosis surgery. Salcry depends upon 
qualifications and position desired. Write giv- 
ing full details of background and interest to 
Mrs. Esther Liebert, Chicago Civil Service 
Commission, Room 208, City Hall, Chicago 
2, 


MANUFACTURERS REPS—Choice _ territories 
open for newly marketed patented hospital 
bed tilting devices. Doctor-invented, hospital 
approved. Contact Adco Products Mfg. Co., 
318 E. Colfax, South Bend 22, Ind. 


Unique Hospital 
Aids Needy M.D.’s 


A new California hospital provides 
medical care for needy doctors and 
members of their immediate families. 

The 45-bed Elizabeth Manor Sani- 
tarium and Convalescent Hospital, 
Los Angeles, is open to California 
doctors, their wives, children and 
dependent parents, under a system 
which bases charges upon ability to 
pay, and which will forego payment 
if necessary. When facilities are not 
completely occupied, the public will 


matched throughout the world. 


TORRINGTON SURGEONS NEEDLES— 
THE WORLD'S FINEST 


Have The Keentorr Finish — the smoother finish with the sharper cutting 
edge obtained with new manufacturing methods. 


Are Available for Immediate Delivery from stock. 


Are Made in America of the finest stainless steel — to quality standards un- 


Are Packaged in See-thru Plastic Envelopes that permit quick and easy 
identification and insure maximum needle protection. 
WRITE FOR NEW TORRINGTON SURGEONS NEEDLE CATALOGUE #60 


Lists all types and includes conversion chart for your ordering convenience. 


progress through precision SURGEONS NEEDLES 


THE TORRINGTON COMPANY 


Torrington, Connecticut 
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be admitted and will be charged 
current prevailing rates for services, 
according to Elizabeth Mason Hohl, 
M.D., president of the Physicians Aid 
Association, sponsor of the hospital, 
More than $400,000 has been ex- 
pended for land, building, furnish- 
ings, and equipment. Funds for the 
hospital have been made available by 
physicians in active practice, pri- 
marily in the Los Angeles area. 


Doctor is Students’ 
Hero, Study Reveals 


The doctor, highly regarded for his 
intelligence and social status, is con- 
temporary America’s hero, according 
to a five-year survey of 1,200 college 
students across the U. S. The stu- 
dents were asked to rank 15 impor- 
tant occupations. The doctors came 
out on top, followed by lawyers, 
business executives, college profes- 
sors, high school teachers, scientists 
and engineers. 

The students’ comments revealed 
they had little knowledge of the abil- 
ities required for a specific occupa- 
tion, but they had definite images of 
what kind of persons would hold 
these occupations. 

The study was conducted by Dr. 
Donald D. O’Dowd and Dr. David 
C. Beardslee of Michigan State Uni- 
versity to ascertain reasons for a 
growing manpower shortage in vital 
occupational fields. The manpower 
shortage is so grave that the US. 
Office of Education, which bestowed 
the original grant, has increased 
finanacial support by nearly $60,000 
so that the survey may be continued 
at the high school level. 


Predicts Major Step 
Against Cancer Within Year 


The head of the clinical studies panel 
of the National Cancer Institute has 
predicted that a major breakthrough 
in the treatment of cancer will be 
seen during the coming year. 

I. S. Ravdin, M.D., surgeon-in- 
chief, University of Pennsylvania 
Hospital, speaking at a national can- 
cer conference, stated that it is now 
certain that cancer “will come under 
control, just as diabetes did.” 

Most human cancers are probably 
due to viruses, according to research, 
and the answer in treatment will 
probably be through a variety of 


(Continued on page 126) 
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chemical agents. Chemical therapy 
currently is more an adjunct to sur- 
gery than a substitute. 

Adds Dr. Ravdin, “The answer 
could come next month, next year— 
or next week.” 


New Technic Renders 
Bacteria Drug-Sensitive 


Researchers at Columbia-Presby- 
terian Medical Center, New York 
City, have reported a new way of 
transforming some _ drug-resistant 
germs to a state of susceptibility. The 


method has been used with some 
success in chronic urinary tract in- 
fections. 

A research team headed by John 
K. Lattimer, M.D., professor of urol- 


ogy, College of Physicians and Sur- : 


geons, Columbia University, has 
been working with the problem of 
the antibiotic resistant bacteria. The 
method exposes resistant bacteria to 
a chemical that blocks the activity 
of certain enzymes important to the 
bacterium’s well-being. So far, en- 
zyme blocking agents have been 
used on a total of 300 patients. One 
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of the agents is a mercurial 
pound called chlormerodrin. 
Unfortunately, according to Dr. 
Lattimer, some bacterial strains 
originally sensitive to drug treat- 
ment have been rendered drug- 
resistant by the same process. 


com- 


Electric Current 
Reduces Cancer Pain 


The pain of terminal cancer has 
been alleviated successfully by an 
electrical lobotomy technic devel- 
oped by a team of Harvard brain 
surgeons. 

An electrical current, alternating 
at a frequency of two million cycles 
per second, flows through electrodes 
implanted in the frontal lobe of the 
brain. Heat from the current causes 
charring of tissue, thus blocking off 
certain nerve pathways that trans- 
m't sensation of pain. 

The technic is analogous to a sur- 
gical lobotomy, and seemingly causes 
no major psychological damage. 
James C. White, M.D., reported that 
the treatment “effectively relieved” 
pain in 15 of 21 cases of terminal 
cancer. Five of the other patients 
had incomplete but ‘“worth-while” 
relief; one failed to benefit. 
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it’s simple and safe 
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